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Chapte.r 1
INTRODUCTION AND

PLlL~

OF STUDY

"Throughout this century, educators, physid.ans, and psychologists have increasingly
child~·en

foc~ged

their attention upon a population of

who evidence specific deficits in their learning performance

and yet are sensorily intact and intellectually normal • • • "
(Wiederholt, 1974:1).

The disorders these children manifest are

·--------

· referrecl to by a variety of terms, such as "learning disability,"
"minimal brain dysfunction," "perceptual handicap," and "hyperkinetic
syndrome."

Definitions of these conditions focus on one or any

combination of learning and behavior problems, including disorders of
oral and written language; of memory, perception, attention, and motor
coordination·; and of hyperactiv1.ty, impulsivity, e.uotional lability,
and antisocial behavior.

In this paper, the term "l<?.arning disability"

will be used to re>.fer to children with both learning and behavior
disorders.
Current estimates of the number of children with. learnicg
disabi.litj_es range from two per cent of the school population to over
thirty per cent, with an incidence of ten to fifteen per cent most
commonly reported (B:ruininks, 1971).
receiving enough appropriate help.

Many of these children are not
Recent studies indicate that

children taught by a variety of remedial methods show short-terrn gains,
but few long-· term positive results (Silberbe.rg and Silberberg, 1969;
----

1

2

Dunsing, 1975).

A national committee reports that "Families and school

systems over the country are spending large amounts of money on

procedures which often prove inefficient or futile" (Clements, 1969:90).
Why, then, considering the enormous expenditure of money and
effort, have the results of therapeutic and remedial programs been so
disappointing?

This paper proposes that traditional intervention

approaches are not sufficient because they are based on. incomplete
models.

These modelG come from the three major disciplines involved

with learning disabilities: a medical-n·eurological model, from medicine;
an educational model, from education.; and a developmental and a
behavioral model, from psychology.
Each of these models concentrates only on limited aspects ·of
learning disabilities; the approaches to intervention derived from them
are likewise limited.

Their proponents fail to c.onsider that the

learning disabled child "is a total child whose problems often result
in a total disequilibrium l<ith the total environment" (Hel<ett, 1973:44).
Hewett (1973:44) further states that as we seek to understand the
learning disabled child, "we must relate ourselves to this total child
and to the full range of knowledge, theory, and technology that awaits
to contribute. to his improved functioning."
-The purpose of this paper is to review traditional and emerging
models in the field of learning disabilities, to examine emerging
methodological approaches and techniques, and then to propose a holistic
model for the treatment and education of children with learning
disabilities.

---

··--

----

---
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Traditional models in medicine, educatj_on, and psychology and

their application to learning disabilities will be described in Chapter

r
~

2.

-

--

-

-

Chapter 3 will review the major methodological approaches to
~----

'

intervention that derive from these models.

These include drug therapy,

remedial education, perceptual-motor training, and behavior modification.
In Chapter 4, emerging models in psychology, medicine, and
education will be discussed.

These include humanistic psychology,

holistic health, confluent education, and the theory of hemispheric
specialization of the brain.

Chapter 5 is devoted to an examination of

~----
!

intervention approaches based on the emerging models, relevant research,
and case material.

Four categories of emerging approaches have been

selected for consideration. _ The first category includes approaches
related to nutrition and the physical environment; these are
alternatives to,drug therapy based largely on the holistic health model.
The second category incorporates relaxation and visualization techniques,
alternatives to behavior modification for attaining self-control and
academic success.
holistic health.

These techniques are based primarily on concepts from
The third category includes affective approaches and

techniques for dealing with feelings and emotion in the classroom that
supplement the more cognitive aspects of learning.
derive from the confluent education model.

These approaches

The fourth category combines

dance and music therapy, which expand upon perceptual-motor approaches
by taking into account principles of hemispheric specialization.
Chapter 6 includes a summary and discussion of traditional and

~·~~~~~
~

e.merging models and approaches.

..

--- -

Finally, in the last chapter, a new

model will be suggested, one that combines elements of traditional and
emerging approaches in a hoH.stic conception of learning disabil:l.tie.s.
The implications of this model for the field of learning disabilities
will be discussed.
'the information for this paper was gathered from library
research and personal interJiews.

An interview que.stionn.aire was

developed, tested, and revised (see Appendix A).

The questionnaire

was used to delineate approach, philosophy, method, children served,
comparative observations, research and case studies.

Teachers,

physicians, psychologists, dance and music therapists

~1ere

interviewed.

The limitations of this paper are related to the population of
children, the types and availability of research, and the nature of the.
subject matter. · The learning disabled population is a heterogeneous
one..

There is considerable variation in terminology, definition,

etiology, and symptoms or descriptive behaviors (Strother, 1973b).

In

all probability, the term "learning disability" implies several
disorders with differen.t origins.

Until subcategories of learning

disabilities are more clearly delineated, it will be difficult to
determine for which specific group of children a specific approach
works best.
The heterogeneHy of the learning disabled population makes it
difficult to compare research studies; differences in research
methodology compound the problem.

Most. of the research on traditional

approaches is empirical, whereas the emerging approaches rely more
-~---
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heavily on clinical observations and case studies.

't=-~

Because unsuccessful

experiences are rarely reported, the available data on emerging
approaches is largely favorable.

The presentation of these emerging

approaches will, unlike the eritical review of traditional approaches,
emphasize their potential contributions.

The intention is not to claim

that the emerging approaches are necessarily more successful than the
'traditional, but that the traditional are incomplete and the emerging
offer additional possibilities for meeting the total needs of the
learning disabled child.
Some approaches, such as allergy management and biofeedback,
because they lend themselves more readily than others to empirical
study, are the Jocus of considerably more research than approaches
such as affective· techniques and dance-music therapy that are difficult
to use ip. controlled experiments.
limitation.

This presents another research

As much relevant information as possible is reported and

some of the more widely researched approaches are discussed at greater
length than others.
import~~ce

Again, this is not indicative of the greater

or success of these approaches.

There are other limitations that are inherent in some of the
developing models and·approaches.
is still not well delineated.

Humanistic psychology, for instance,

Some approaches, such as est and gestalt

awareness training, are difficult to describe because of their experiential nature.

The models that are described are not specific to learning

disabilities, but have been adapted for the purposes of this paper.

They

are presented as a framework for examining intervention techniques in
-,-- __- - _ - - -
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learning disabili.ties.

Other possible models have been omitted.

It is

not within the scope of this paper to include all possible models nor
to pursue any subject in depth.

The intent is to familiarize the reader

with new options in the management of learning disabilities and to
encourage a holistic approach to intervention that considers the total
needs of the total child.

L- -- ------- -- - ----

lb:;----

----

-- --

-

--

Chapter 2

TRADITIONAL MODELS
The child with minimal brain dysfunction (HBD), whose
hyperactivity, distractability, awkwardness, impulsivity,
and learning difficulties clearly separate him from his
:normal age-mates, becomes an intriguing subject for students
of human behavior. Although there may be little disagreement
that such a child is unique or that he may well have difficulty in the formal school learning situation, a number of
differences between theorists and specialists who refer the
child 1 s behavior to contrasting con·ceptual models are likely
to emerge as they describe his problems, explain their origin,
and suggest interventions to improve his level of functioning .
(Hewett, 1973:38).
In this chapter, four major conceptual models in learning
disabilities are reviewed:

t~e

medical model, the educational model,

the developmental model, and the behavioral model.

These models are

derived frcm the three major disciplines that have contributed to the
field. of learning disabilities: medi.cine, education, and psychology.

THE MEDICAL MODEL
The field of learning disaM.lities has its earliest roots in
medicine, specifically neurology.

The earliest c.ontributions came

from physicians interested in aphasia.

"These language di.sturbances

in adults, resulting from demonstrable pathologies of the central
nervous system, were • • • used as analogues of the speech and reading
disabilities in children" (Strother, 1973a:6),

"Hinshelwood and Orton

both postulated that specific areas of brain damage could result in
disorders of • • • language" (Wiederholt, 1974:18).
7

8

The medical model continues to influence the field of learning
disabilities.

In the medical model symptoms are observed, causes of

these symptoms are found, and interventions are undertaken to alleviate
the symptoms and, if possible, to eradicate the cause.

The physician

focuses on physical ailments resulting from chemical and physiological

- ----------- --------

pathogens, which require pharmacological or surgical treatment.
The medical-neurological explanation of learning disabilities
assumes that "there are a number of maladaptive symptoms which have as
their basis some _kind of neural impaj.rment" (Keogh, 1971a.:l04).
Medically oriented investigators are convinced of the organic etiology
of learning and behavior problems but have differences of opinion
regarding the mechanisms involved.

The mechanism is most likely

biochemical in nature (Wender, 1973).
The inf1uence of the medical model can be seen in the te.rminology
and definitions ·developed to describe children with learning and
behavior problems.

In 1966, a national task force chose the term

"minimal brain dysfunction" (MBD), which was defined by listing ninetynine signs and symptoms associared with "deviations of function" of the
central nervous system.

Listed as possible causes for these aberrations

are "genetic variations, biochemical irregularities, perinatal brain
insults or other illnesses or injuries sustained during the years which
are critical for the development and maturation of the central nexvous
system" (Clements, 1966:10).

There is an emphasis on specific symptoms,

etiology, and structural and chemical pathologies.
The primary approach to intervention derived from the medical

--·

----

---

'

~-------
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·model is medication with' stimulant drugs.

These drugs· are used mainly

with hyperactive c.hildren--children who :>re persistently overactive,
distractible, impulsive, and excitable.

It is thought that these drugs

80mehow correct or compensate for the neurochemical abnormalities and

thereby control the hyperactive behavior.
Certain approaches to the <>cucational remediation of learning
disabled children are also based on theories of brain functioning.

The

actual procedures used are more educational than medical and will,
therefore, be discussed under the educational model.

THE EDUCATIONAL MODEL
Between 1930 and 1960 educators and psychologi.sts translated
the theoretical formulations of neurologists into remedial practices.
The focus shifted from etiological concerns to the development of
educational intervention strategies.

The educational model has provided

a theoretical basis for the development of a variety of assessment and
remedial approaches designed to directly i.dentHy and treat specific
areas of diffi.culty.
The educational model involves organizing and imparting
academic information in a specified sequence.

The educator focuses

primarily on the child's cognitive development and academic achievement.
As stated by Sawrey and Telford (1964:91) in their textbook on
Educational Psychology:
The principal concern of educators is with the learning of
children. The management, direction, and facilitation of
learning in the c.lassroom is central in importance for formal
educati.on. 11odifications of behavior are deliberately planned

10
for and directed in the school. The academic accomplishments
of students, to a degree, are reflective of the learning that
is planned for, directed, fu"'1d expected.

The educational explanation of a learning disability supposes
a lack of certain learn"ing skills that are necessary for academic
achievement.

lfuen a child exhibits learning difficulties, the educator

observes the child's performance on a variety of tasks, determines
what information or which learning skills are lacking or weak, end
plans" a remedial program to develop or compensate for the weaker areas.
The educational model has influenced a second widely-accepted
definition of learning and behavior problems, termed "Specific Learning
Disabilities" (SLD) by the National Advisory Committee on Handicapped
Children (1968).

The committee describes a learning disabled child as

exhibiting disorders "in one or :more of the basic psychological
processes involved in understanding or in using spoken or written
language" (National Advisory Committee on Handicapped Children, 1968:4
The Committee is hereafter referred to as NACHC.).

The definition

exclu.ies learning problems '"'due primarily to visual, hearing, or motor
handicaps, to mental retardation, emotional disturbance, or to
environmental disadvantage" (NACHC·, 1968:4).

*

There are no referer,ces

to specific neurological dysfunctions and little Hmphasis on behavioral
symptoms.

*

"In 1972, the Professional Advisors Committee of ACLD ammended
this definition a.s follows: 'Children with specific learning disabilities
who also have sensory, motor, intellectual or emotional problems, or are
en>rironmentally di.sadvantaged, should be included .in this definition, and
may require multiple services"' (Kirk, 1973: 4).

11

....

The primary intervention teehn.ique that comes from the
.

educational modei is academic remediation.

A wide variety of approache.s,

procedures, and materials has been developed to facilitate the acquisition of academic skills.

Some of the most notable contributors are

Orton, Myklebust, Fernald, Spalding, Cruickshank, Gillingham, Stillman,

...
~···===··=~~=

and Slingerland.

THE DEVELOPMENTAL HODEL
The developmental model, that comes from the field of psyc.hology
and developed concurrently with the educational model, is another

b---·----

i.:_- ---~---~'

important conceptual model in learning disabilities.

This model

assumes that psychological processes (meaning behavior in general)
develop with age, and that lower motor and perceptual processes must
develop before·higher cognitive processes develop (Bibace and Handcock,
1969).

Deviant behavior is assumed to be the result of deviations or

delays in maturation.
Gesell and his associates (1940) were among the first to
describe differences in motor, cognitive, emotional, and social behavior
as a child grows.

Strauss and Werner (.1942), influenced by Gesell,

were pioneers in applying the developmental model to learning
disabilities.

They espoused the concept that neurological development

proceeds from the motor system to the perceptual system and finally to
the conceptual system, which emerges only when the two prior systems
have developed and are functioning adequately.

Since academic

performance would then depend or: adequate motor and perceptual development, training in these areas would be essential to increasing learning
capacity and effectiveness.

~-
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More recently, Piaget 's model of cognhive development has
been applied to learning disabilities.

'~---

Piaget's theory states that

individuals proceed through four stages of cognitive development as
they mature, and they must attain some level of proficiency at each
level before moving on to the next.

=

From a Piagetian point of view, the MBD child may encounter
seriouG difficulty shortly after birth, when his interactions
with the physical environment are restricted or distorted
because of capacity-based limits in perceptual and motor areas.
• • • The theory of Piaget sees the behavior of the }!BD ehild in
terms of stages of cognitive development, explaining many of his
deficiencies as a failure to profit· from and subsequently master
experiences with the physical world and suggesting interventions
aimed at provj_ding more thorough and accurate multisensory,
perceptual, and motor experiences as early in life as possible
(Hewett, 1973:40).
The major approaches to intervention that are derived from the
developmental model are perceptual-motor programs.

Percepcual-motor

refers to dte interaction of the various channels of organizing and
interpreting sensory input with motor activity (Lerner, 1976).

Strongly

influenced by Werner and Strauss,
• • • Frostig, Getman, Barsch, Kephart, Cruickshank, and
Lehtinen • • • all felt that perceptual-motor functions were
fundamental, if not essential, to acedemic £uccess in reading,
writing, and other basic school subjects. They vie<Ned. the.se
functions as developmental i.n nature and strongly suggested·
that perception must be reasonably :f.ntact before academic
skills can be mastered (Wiederholt, 1974:38).

THE

BErL~VIORAL

MODEL

The final traditional conce.ptu.al model in learning disabilities
is the behavioral, or stimulus-response, model.

This has been the domi-

nant model in American psychology since the 1950s and has more recently

~

!

-----
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found widespread acceptance among educators.

l
...

The behaviorist focuses

on observable, .measurable behaviors, asserting that all behavior is in
~-

response to stimuli.

'~---

---------.

The behavioral model has two basic assumptions.
that nearly all behavior is learned.

The first is

Deviant, or maladaptive behavior,

as well as acceptable behavior, is developed and maintained by
environmental consequences.
its consequences.

Behavior can then be changed by changing

The second basic assumption is that objective and

rigorous research methodology is crucial; in order to study behavior,
explicit hypotheses should be formulated and tested and behavior
measured in precise ways (Pervin, 1970).

"According to the learning,

or behavioral approach, one manipulates variables in the environment
and observes the consequences of these manipulations on behavior"
(Pervin, 1970:432).
Bijou and Baer (Hewett, 1973) have applied modern empidcal
behavior theory to child development attd learning disabilities.

The

developing child is a source of two kinds of responses: respondent,
controlled primarily by preceding stimulation, and operant, controlled
primarily by consequent stimulation.

According to Bijou and Baer

(Hewett, 1973:43),
,The lability of affect, anxiety, impulsivity, and other
emotional problems often seen in MBD children are viewed as
the results of respondent conditioning. Perceptual-motor
problems such as difficulty in discriminating objects on the
basis of size, distance, and weight are viewed as examples of
inadequately established operant behaviors.
Throne (1973:546) articulates the ideology of "radical behaviorism" as applied to learning disabilities:

.

_-

-
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Radical behaviorists • • • put the organism • • • as the
contingent medium through which the environment acts to
cause learning to occur. Parents and teachers should look
less inside learning disabled children to account for the
response failures of these children. They should be more
disposed to look more diligently outside, at the environment
in which children who are learning disabled are not functioning • • • • [Parents and teachers) should become more cognizant
of the fact that these children respond more successfully
under extraordinary enviromnental conditions; and that,
responsively, at least, all that distinguishes them from
children who are normal, is the need for extraordinary, as
opposed to merely ordinary, environments in which to function
more successfully, whatever their organismic statuses.

l:o-~

!

According to the behavioral model, learned behavior can be
changed to bring it into line with standards thought to be required
for learning by controlling the preceding and consequent stimulation.
The procedure developed for doing this is known as behavior modification.
It is widely used to change the behavioral and learning patterns of
learning disabled children.
To summarize, four major models have traditionally influenced
the field of learning disabilities.
etiology of learning disorders.

The medical model emphasizes the

The educational model concentrates on

the diagnosis and remediation of specific learning difficulties.

The

developmental model focuses on the importance of maturation and the
behavioral model focuses on the importance of environmental stimuli
and consequences in cau.sing and alleviating learning difficulties.
These models reflect divergent and limited points of view.
to consider the total needs of the total chHcl with l<oarning
disabilities.

In this sense they are incomplete.

They fail

:----------

Chapter 3

TRADITIONAL APPROACHES TO INTERVENTION
Four major methodological approaches to intervention come from
the four models just reviewed.

These approaches are medication with

stimulant drugs, academic remediation, perceptual-motor training, and
behavior modification.

The following review of these approaches shows

that, while beneficial for some, they are not effectively meeting the
totalneeds of learning disabled children.

MEDICATION
Still!ulant drugs have been used since 1937 to control the
behavior oi hyperactive children.

Today, an estimated 1,000.000 "school

children are believed to be receiving drug treatment (Schrag and Divoky,
1975).

The most common drugs are methylphenidate (Ritalin) and the

dextroamphetamines dexedrine and benzedrine.
The goal of medication, according to Laufer (1971:520), is "to
have activity and attention under the control of the individual, so that
he may be active and attentive when and where he desires, neither
:lncapabl~

of such control, nor having excessive control forced upon him."

The therapeutic regime usually recommended (Solomons, 1971;
Millichap, 1973) is small amounts of medication at breakfast and noon
to start with, then increased doses weekly until optimum results are
obtained, usually within two months.

Sometimes alarmingly high doses

are reached before the drug becomes effective (Solomons, 1971).
15

Some
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physicians do not recommend medication during school vacations and
weekends, and they try to discontinue the drug as soon as possible.
b: -

Others continue treatment for many years, but rarely past puberty.
Numerous studies have supported the claim the hyperactivity is
controlled by medication.

Medication does not simply reduce activity,

but it also increases the directedness of activity.

Children become

calmer, less distractible, less impulsive, and are better able to focus
their attention (Conners, 1971; Comly, 1971; Denhoff and others, 1971).
Parents and teachers have also noted improvements in speech, handwriting,

~--------

i~

social relationships, play, and control of anger (Schain, 1975).
It is assumed that when hyperactivity is controlled, the child
will benefit more from instruction and hence learn more.

Indeed,

Conners (1971) has found significantly enhanced performance on a number
of learning tasks· requiring sustained attention.

This j_s because of

enhanced attention to the task and increased arousal levels or
tion.

motiva~

Medication does not enhance reasoning or problem solvjng skills

(Freeman, 1966, 1969; Sroufe and Stewart, 1973).

"They do not improve

the specific learning disabiUties; they only make the child more
available for learning" (Silver, 1975:408).

Furthermore, the validity

of many of the research studies is suspect (Freeman, 1966, 1969).
The major criti·cisms of intervention medication are directed
toward the possibility of misuse and misdiagnosis, tha possible aide
effects, the neglect of non-drug alternatives, and the question of
long-term benefits.
In the last few years, the media has described incidents of

;---- ---------------
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overuse and misuse of stimulant drugs by the school system and by
physicians.

It has been argued that drugs are prescribed inappropriately

without prior, thorough diagnosis.

When Krippner and his associates

(1973) studied this question, they found evidence to support the charge
of indiscriminate use of drugs in certain communities.
11

1bey commented:

Unfortunately, it is apparent that medica.tion is the. fi:r·st approach

advised by many school personnel--instead of being the last resort for
a child whose classroom behavior is divergent" (Krippner and others,
1973:269).
ren

~with

Thus, because of the primary emphasis on medication, child-

learning difficultj_es do not always receive the educational

assistance they need.
Rie (1975:789) says that:
In many ins.r;p.n.ces when

roedi.c.:::~tion.

is the

~lcle

·!!lode of

-i~te'!"vcnticn,

when there is limited communication among relevant professionals,
when monitoring of drug response is minimal, or when effectiveness
is judged by a child's response in a single area of functioning,
the result may well be to obscure the remaining problems and to
render the child emotionally inaccessible, while satisfying the
needs of the child's caretakers and teachers, regardless cf intent.
Most experts would agree that medication is justifiable only when
integrated with a total remedial program (Masland, 1973; Silver, 1975).
Another problem with the medication approach is the possibility
of side-effects from the drugs.

These are many, and include nervousness,

insomnia, weight loss, nausea, headache, abdominal pain, dizziness, and
the pale, pinched look and sunken eyes known as the "amphetamine look."
Excessive doses may also result in the child being over-controlled--too
quiet, too still, fixated, even put to sleep--or by the appearance of

=-
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stimulation--ove.r:activity, irritability, tension, tearfulness (Laufer,

1971).

Most of the.se side-eff'ects dis<>ppear i f the dosage is

reduced.

Probably the most serious negative effect of long-term use
,-________
___,

of psychostimulants is a reduction in growth in weight and height
L _ _ _ _ _ _ __

reported by Safer and Allen (1973).

-

Laufer (1971) and others point

out the need for constant vigilance, monitoring of side effects, and
adjustment of dosage.
Some professionals have questioned the long-range benefits of
st_imulant drugs.

Weiss and her associates (1975) compared three groups

of hyperactive children by various measures of outcome after five years
of treatment with methylphenidate, treatment with chlorpromazine, and
no medication.

The impression of the authors was that "methylphenidate

was helpful in -.making hyperactive children more manageable at home and
at school, but did not significantly affect their outcome after five
years of treatment" (Weiss and others, 1975:159).
In 1971, the U.S. Dep<>rtment of Health, Educ<>tion, and Welfare
c<>lled <> conference to discuss the use of stimul<>nt drugs in treating
hyperactive children.

The participants addressed themselves to concerns

raised by the public <>nd the news media, namely: the risks of toxicity,
drug dependency, misuse, danger to others, and emotional h<>ndicap.

They

found that most of these were not problems usually associated with drug
treatment for hyperactive children, but emphasized that precautions
should always be taken.

They also noted that "stirnul<>nt medications

are beneficial in only about one half to two thirds of the cases in
which trials of the drugs are warranted (Report of the Conference on

------ -------
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_!::he _!Jse of_§timulant Drugs in __the Treatment of· Behaviorally

Disturb~<!

Young School Children, 1971:3; hereafter referred to as Report of the
Conference).

The conference report concluded by stating:

• • • there is a place for stimulant medications in the
treatment of the hyperkinetic behavioral d:i.sturbance, but
these medications are not the only form of effective treatment. We recomrr.end a cod<= of ethical practices in the
promotion of medicines, and candor, met:i.culous care and
restraint on the part of the media, professionals and the
public. Expanded programs cf continuing education for those
concerned with the health care of the young, ancl. also
sustained research into their problems, are urgently needed
(Rep~rt of the ~~nference, 1971:7).·
In summary,

only~~

learning disabled and hyperkinetic

children benefit fr0m drug therapy.

When medication is effective,

children can mo.dulate and organize their activities more successfully.
<·his can make them more available for learning, but does not directly
ameliorate the .learning disability.

Drugs are no panac<Sa.

They are

justifiable only in conjunction with other remedial or psychotherapeutic
programs and when constantly monitored by the physician (lfusland, 1973;
Silver, 1975; Report of the Conference, 1971).

Drug therapy alone is

an incomplete approach to treating the learning disabled child.
REMEDIAL EDUCATION
The major methodological approach that comes from the educational
model is remedial education.

It is probably the most widely used IU.ean.s

for helping children 'dth learning disabilities.

Although there are

dozens of different methods and materials, certain basic principles of
remedial education can be outlined.

The first step in most remedial

0

,,
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programs is to diagnose specific learning strengths and weaknesses and
determine specific academic difficulties.
!o:::- - -- ---- --- -- --

Remediation then begins at a level where the child can succeed.
This often involves the use of task analysis, which consists of
"stating a terminal objective for a child and describing a set of
learning sequences for the child to attain this objective" (Leitch,

1973:18).

Siegel (1972:520) has listed the following steps to follow

in planning a program using task analysis:
(1) select a relevant and appropriate task, (2) know or create
a specific sequence of steps based on the hierarchy of competences needed to perform the task and (3) make the necessary
modifications based upon the child's profile of strengths and
weaknesses.

Johnson and Myklebust (1967) recommend considering the manner of
presentation of:the task and the expected mode of response in
rel-ationship to the child's success or failure in performing the ta.sk.
Additional considerations include setting consistent, clearly defined
requirements and limits, providing for success at every step, and
continually evaluating the child's performance (Kirk and Kirk, 1972;
Marshall, 1975).
Kirk and Kirk (1972) discuss three major approaches to
remediation, all of which they feel must be considered: training the
deficient areas, using areas of strength, and usi11g multisensory
presentations.

They feel it is important to stimulate. the function.ing

of weaker areas, so that they can become productive pathways for
learning.

This approach to remediation is based on the assumption that

most learning disabilities can be ameliorated.

-----

---
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Using the areas of strength serves two purposes: to eom.pensate
for weaker areas (using film strips to teach social studies when
reading is

a.

problem), and to develop the weaker areas.

A child with

strong language skills, for instance, might learn how to write
difficult letters by talking through the sequence of movements.
Johnson and Myklebust (1967) are proponents of this type of approach.
Fernald (1943) and Slingerland (1972) advocate a multisensory
approach.

The use of multisensory presentations depends upon the

disability of the child.

Sometimes the simultaneous use of more than

------'

one sense field intensifies the reception of infoxwation; presentation
of stimuli in one modality serves as an adjunct to the others.

With

some children, however, stimulation in one modality may interfere with
reception in ano.ther.

Multisensory media should be u~ in a way that

helps the child use the weak receptive funcUon (Kirk and Kirk, 1972).
A variety of approaches to teaching reading have been developed.
Studies of some of these approaches show quite favorable results.

The

Spalding Method has been used in many -schools throughout the countJ.-y
and "a rather significant and up-to-date body of data has been assembled
showing the indisputable success that many schools are enjoying
(Aukerwan, 1971:251).

.

..

II

In t'i.'enty-lwo different schools with 194 differ-

ent teachers median scores on reading and spelling tests surpassed the
national norm by approximately one year.
The studies of the Spalding Method were carried out among the
normal school population.

Fernald (1943) developed a multisensory

·reading· method specifically for use with learning disabled children.

~-----

·----------·
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She followed ninety-three learning disabled students taught by the
Fernald Method for approximately one year and found that all attained
normal reading and writing skills.

The progress for most of the

children was .immediate and dramatic.
In all cases • • • the disability in reading and spelling
(except case 43 in spelling) was overcome. • • ,. The end
result was normal-or superior speed, accuracy, and comprehension in reading and not only the removal of the spelling
disability in ~1riting but a real ease and skill :In written
expression (Fernald, 1943:149).
Information about the usefulness of remedial education from
longitudinal studies is not so encouraging.

Silberberg and his

associates (1973) compared four groups of children exposed to four
different remedial reading methods: visual, phonic, kinesthetic, and
multisensory.

All of the reading groups showed dramatic improvement

st the conclusion of the program, bnt six months later many of these
gains had "washed out."
It would therefore appear that there is not sufficient
evidence to believe that any one method has any greater
long-te~~ effect than any other method, or that any of the
methods involved in this study had a demonstrable long-range
practical impact on a child's reading level (Silberberg and
others, 1973:555).
Eaves and Crichton (1974-75) and Koppitz (1971) have reported
on five year followup studies.

Most of the students followed had

received remedial help during that time.
encouraging.

The results were not

Eaves and Cri.chton found that only seven of thirty-nine
"'-

children

diag~osed

as

~ffiD

had no school problems after five years and

~-

L_ _____________ _
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only three out of seven were free of behavioral problems at home.

~----

Over

twenty-five per cent remaine.d distractible, restless or overactive and

~

-----------

almost sixty per cent were not up to grade level.
Koppitz (1971) follmved seventy-five children for five years.
She found little improvement in

aca.dem~.c

achieveme.nt; the average gain

was three or four months for each year spent in special classes.

Koppitz

did point out that special class placement was valuable in the sense
that it could modify students' attitudes and self concept, prevent the
development or increase of secondary emotional and behavioral problems,
and provide a setting where the pupils could experience success and
progress at their own rate.
Clements and Peters.(l973), in a review of remedial programming,
- state that the efficacy of specific training for central processing
functions in altering central nervous system functioning or in
facilitating the acquisition of basic academic skills has not been
firmly established.

They comment further that:

w1lether they are effective may not be as important, however,
as the fact that, when incorporated into a multifaceted
educational program, they provide the teacher with a different
framew·ork for structuring activities and giving remedial
instruction from that in which the child has failed and which
seems, at least, more directly related to his particular areas
of disability. This framework may well turn out to be the
main contribution of these approaches (Clements and Peters,

1973:48).
Clements and Peters also promote the not.ion that the teacher is a
primary agent for change in learning disabled children and that the
major_ ingredient of a successful program for these children "is a

c
~

..

----
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learning environment that provides a measure of protection for the child

until suci:J. time as a higher level of CNS maturity and integration can be
h:' --------------

achieved •

" (Clements and Peters, 1973:50).

In short, remedial education may bring short-term gains in
reading and othe.r academic abilities, and it may prevent the development
of certain social-emotional problems, but it does not seem to
permanently bring the child up to the levels of achievement of which he
is capable.

In this sense, it is incomplete.

PERCEPTUAL-MOTOR PROGRAMS
Perceptual-motor programs are the major methodological
approaches that have been developed from the developmental model.

'l'he

perceptual-motor theorists make a strong case for a direct relationship
between basic sensory-motor-perceptual development and school learning.
They assume that learning disabilities must be the result of inadequate
motor and/or perceptual development.

Their purpose, then, is to train

children in perceptual-motor skills in order to assure that they pass
through each successive stage of motor-perceptual development in order
to attain

maxim~~

cognitive growth.

Saphier (1973) has divided perceptual-motor ability into four
areas: kinesthetic awareness, visual perception, auditory perception, and
sensory integration.

Kinesthetic awareness includes body movement, kines-

thesis, gross and fine motor activities, balance, coordination, laterality,
directionality, and body image.

Activities that promote kine.stheti.c

awareness include walking on a balance beam, riding a scooter board,
throwing and catching, and body awareness, eye-hand coordi.n.ation, and

---- ------ -
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chalkboard activities.

~

---

Those who focus on this area of perceptual-motor

development feel that a frame of reference for other modes of perception
is built through the body and its movement in space (Saphier, 1973:584).
~-----

Newell Kephart (1960) and Ray Barsch (1967, 1968) are two theorists who
emphasize this aspect of perceptual-motor development.
Frostig (1964) and Valett (1968) have listed elements of visual
perception that include eye-motor coordination, figure-ground
discrimination, and visual memory.

Frostig has developed an entire

visual perceptual program using a variety of pencil and paper tasks
that is based on some of these concepts.
Getman (1965) also emphasizes visual perceptual development,
but he views vision as an integral part of the entire perceptual-motor
process.

He not only makes use of lenses, prisms, and specific eye

activities to enhance efficient use of the eyes, but he also recommends
a number of gross and fine motor activities.
There has been little emphasis on auditory perception in
perceptual-motor programs because most researchers consider the visualmotor channel the key in conceptual development (Myers and Hammill, 1969);
Sensory integration is .an area that has been receiving increasing attention.

Sensory integration is not te.chnically a perceptual-motor

program, because the focus is on lower-order brain stem functions as
opposed to cortical functions; this stems from a different neurological
theory.

Hot<ever, many of the activities

an~

similar.

Ayres (1973)

defines sensory integration as the ability to organize sensory
information for use.

>-'----
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She has developed a theory, based on brain and
_.

__
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behavioral research, which holds that disordered sensory inte.gration
accounts for some aspects of learning disorders and that enhancing

f";

F

~--
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sensory integration will make academic learning easier for those
children whose problem lies in that domain.

Ayres has developed

specific therapeutic measures that call for combining planned, controlled
sensorj input, largely vestibular and tactual, with an elicited adaptive
response in order to enhance the organization of brain mechanisms.

The

greatest focus of attention is at the brain stem level where many of
·~-·- ----·---·--

the dysfunctions are thought to exist.
The therapeutic situation attempts to modify both the child's
capacity and the environmental demands to make it possible
for the child to succeed in organizing a response and thus to
proceed with the developmental sequences that eventually
result in the. capacity for academic learning (Ayres, 1973: 11).
Activities include rubbing the skin with a cloth or brush, swinging or
spinnL~g

in a hammock, and rolling back and forth on a ball.
Perceptual-motor training has been the subject of much

controversy.

The major question is whether or not training motor and

perce.ptual skills will automatically improve academic learning.

Keogh

(1974) and Hammill (1972) have done extensive research reviews.of
perceptual-motor training programs.

On the positive side, Keogh (1974)

notes that twelve studies have supported the usefulness of perceptualmotor programs.

McKee (1970), for instance, found improved reading

performance in a group receiving perceptual-motor training, as well as
the following beneficial side-effects: increased attention span,
establishment of directionality, high student interest, increased

27

performance in other academi.c areas, and development of responsibility
;::;

and self-confidence.
On the negative side, many educators, psychologists and
medical professionals believe that there is little conclusive evidence
to indicate that perceptual-motor programs result in significant
academic gains.

Hammill (1972) reviewed forty-two programs using a

combination of Getman and Kephart activities.

Of the sixteen studies

that met his criteria for adequate research design, only about one third
showed significant improvement in visual-motor performance and reading
readine.ss, with somewhat more showing improvement in intelligence,
academic achievement, and language functioning.

Hammill concludes

from this review that despite some positive results,
~

~

little

.,;,1:
1

~.orre.1.:.~t:!.on

l?.xi:stetl. betli.1een· meesti.res --of vist.ral

perception and tests of reading comprehension and that training
visual perceptual skills, using currently available programs,
has r.o positive effect O!l reading anc possibly 1"!.one on visual
perception (Hammill, 1972:552).
Keogh (1974) concludes from her review of vision training
programs that confounded and confused programs are being designed and
implemented; enthusiasm and faith are taking the place of hard thinking
and realistic evaluation.

Myers and Hammill (1969:130) state in their

discussion of perceptual-motor programs that "the stated or inferred
hypothesis that a lack of certain visual-motor skills adversely
affects the acquisition of academic skills is not necessarily tenable."
They believe that perceptual-motor theorists offer valuable practical
suggestions that aid in the development of perceptual-motor skills but

-------------
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that do not necessarily improve academic developiOent.

A further

consideration is that most of the programs do not build guidelines .to

R

b__ _--- ------[

help the child make a transi.tion from perceptual-motor development to

~-

'
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academic and cogni.ti.ve development (Lerner, 1976).

· ..

Sensory integration has been studied separately from traditional
perceptual-motor programs, with somewhat more positive results.

Ayres

(1972) found that academic achievernent scores were improved significantly
following sensory integration.

She believes the programs were

successful partly because the children in the sample were objectively
selected to be sure their problems were those the remedial program was
designed to remedy.

Most perceptual-motor programs are not so

selective and hence are often unnecessary.

Even when beneficial, they

deal only with.part of the total child and therefore do not completely
meet the complex needs of the learning disabled child.
BEHAVIOR HODIFICATION
Behavior modification is the major intervention approach that
comes from the behavioral model.

"Behavior modification is the

systematic control of environmental events to produce specific changes
in observable behaviors" (Kauffman, 1975).

It involves the arrangement

of event$, such as positive reinforcers or aversive stimuli

foll~wing

specified behavior, as well as the arrangement of events preceding the
behavi.or in question, such as instructions, cues, models and prompts.
The purpose is either to eliminate undesirable behavior or strengthen
appropriate behavior.

"The goal is a child who can eventually reinforce

himself for his behaviors through his own inner controls" (Wittes and
Radin, 1969:5).
.
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The basic principle of behavior modification is that all behavior
is a function of its consequences; it is learned.

Maladaptive behavior

8 - ------ - - -----
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is developed and maintained by environmental consequences.

---------

A basic

tool for modifying or influencing behavior is positive reinforcement.
This simply means rewarding desired behavior.

The specific rewards

used as well as the timing of reinforcement is dependent on the particular child as well as on the specific behavior to be modified.
that is rewarded tends to be repeated.

Behavior

Behaviors can be "shaped" by

reinforcing each step taken in the acquisition of a specific behavior.
Another basic tool for modifying behavior is the withdrawal of
tangible and social rewards, usually by simply ignoring undesirable
behavior.

Behavior t':!at is not

follo~red

by noticeably pleasant

conseqnences tends to lessen or disappear.

When a child's undesirable

behavior pers:i:sts in the face of po;,,erful positive reinforcement,
negative reinf·orcemant may be necessary.

This usually involves either

the presentation of an aversive stimulus contingent on the undesirable
behavior or the removal of a positive reinforcer contingent on the
behavior.
Frostig and Maslow (1973) have li.sted certain principles of
behavior modification:
- Rewards should immediately follow the required behavior.
- Rewards should be earnable by small increases in quality
or quantity of work.
- Each child should start at his or her individual level.
The teacher should set up definite goals and objectives.

- -- ------
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- The child should proceed in a step-by-step progression.
Th:~

teacher should continually monitor the child's progress.

f'O-

i'-

b,: ______________ _

The teacher should be systematic in teaching.
Behavior modification has been used in a variety of ways--from
changing a specific behavior in one student to directing the learning
of an entire classroom.

Most of the research deals with the

modifications of disruptive and inattentive behaviors of individuals.
Kauffman (1975) and Hallahan and Kauffman (1975) have provided fairly
extensive reviews of this research.

A number of investigators have

been able to modify inattentive and disruptive behavior by using lights,
timers, candy, points, tokens, contingency contracting, and teacher
praise,

But Hallahan and Kauffman (1975:242) point out that it is

quite possible "that such apparent attending behaviors do not serve to
irup:::-vva ch!ldre;:/ s educ.ativn&l perforilld.nce .. 11

They s_ugges-t tha.t

itl

many

circumstances it would be most effective to reinforce desirable
academic responses.
The literature on modifying academic behaviors of learning
disabled children is not extensive.
available research.

He found

th~t

Kauffman (1975) has reviewed the
both professionals and nonprofession-

als have used behavior modification with learning disabled children to
improve oral reading, silent reading, vocabulary, prereading skills,
phonics skills, reading rate, and reading comprehension.

Behavioral

technique.s have also proven successful in improving arithmetic,
handwriting, spelling, composition, and oral language.

Other researchers

have attempted, not always successfully, to use behavior modification
to increase reading behavior in classroom settings.

Hewett (1968)

-·----
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de·11eloped a highly structured classroom program i.n which he devised a

e=•~~~~~
~ --- ------- --
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L;

checkmark or point system for reinforcing attentive behavior and
progress in academic and social areas.

Although attention to task

increased significantly, there were no significant gains in reading

achievement attributable to the point system.
Investigators in the area ·of behavior modification, more than in
other areas of special education, tend to report only their successes.
Little attention is given to the problems of implementing behavior
modification programs.

L_, ____________ _

Fine and others (1974), in an analysis of a
L_ ___ - - - - - - -

failing attempt at behavior modification, conclude that certain mj_nimal
requirements, such as teacher receptivity, a dynamic teacher-student
relationship, avai.lability of time for implementation, consultation and
follow-up, should be set before a behavior modification program is
undertaken.

"vihen these requirements cannot be met, the feasibility of

the program must be seriously questioned" (Fine, 1974:75).

Gallagher

(1976) cautions against using behavior modification when: a student is
leanting a new activity through experie,nces which may normally be
labeled inappropriate; another intervention technique is more direct;
a. study of other behaviors in the student has not been made; the
positive traits of a student cannot be discerned; there is opposition
to a change in the target behavior by other individuals involved in
the student's life; until an overall academic program and its goals
have been planned; if a student is physically ill; if consistency in
the plan cannoc be accomplished; if support from other individuals is
necessary and cannot be obtained; until the behavior to be modified can
~;~~---------
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be accurately identified; until the student is ready to engage in the

~ --- -b_ -------~-,.'"

target behavior; and if the curriculum materials have not been
evaluated.

"If behavior modification is used without careful

consideration and analysis of environmental conditions and students'
developmental behaviors, it can have deleterious effecto on students"
(Gl'lllagher, 1976:362).

In summary, while beneficial for many, behavior

modi.fic.ation is certainly not appropriate or sufficient for all children
with learning disabilitie.s.
b--·----~---~~--

SUMMARY

Four models and derivative methodological approaches applied
to learning disabilities have been examined in Chapters 2 and 3.

Each

of these focuses on a somewhat limited aspect of learning disabilities.
Indeed, research shows that many of the needs of learuing disabled
children are not being met by traditional intervention approaches.
Many professionals working with other populations of children
and adults are also finding traditional models and approaches in
medicine, education, and psychology to be incomplete.

These

professionals are beginning to expand the traditional models by integrating a variety of emerging ideas and methods with established ones.
The models and approaches that emerge offer many n.ew possibHities for
helping learning disabled children.

The following two chapters will

present some of the general concepts of the emerging models and
descriptions of emerging approaches in the field of learning disabilities.

f.=-
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Chapter 4

b---------

EMERGING MODELS

Four relatively recent models have emerged in psychology,
medicine, and education in reaction to the incompleteness of the more
traditional models, in most cases expanding upon rather than rejecting
them.

The four emerging models are the humanistic model in psychology;

the holistic health model in medicine; the confluent education model in
education; and the hemispheric specialization model, which combines
research from all three disciplines.

Because the humanistic model is

the basis of both holistic health and confluent education, i t will be
considered first.
THE HUMANISTIC HODEL

The first new model to emerge, and the one that has influenced
every field considered here, is the humanistic model.

This model

re.ceives its fullest expression in humanistic psychology.

Humanistic

psychology represents what Maslow saw as a "third force" in psychology,

"

• that is, a stream of psychological thought and an image of man

that differed from those of both psychoanalysis and behaviorism"
(Buhler and Allen, 1972:v).

I t was seen as a new thrust needed "to

combat and challenge the growing social and cultural crisis and the
feelings of dehumanization and deindividualization of the 20th century"
(Buhler and Allen, 1972:v).
C---"----=------=-
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Humanistic psychology has been criticized as being vague in its
structure and goals.

But several authors have tried to formulate some

basic theoretical principles (Buhler and Allen, 1972; Association of·
Humanistic Psychology, unpublished; and Maslow, 1954).

Humanistic

psychologists strive, first of all, to study and understand the whole
person.

They hold mind and body to be inseparable.

Attention is

centered on the experiencing person, and thus there is
• • • a focus on experience as the primary phenomenon in
the study of man. Both theoretical. explanations and overt
behavior are considered secondary to experience itself and to
its meaning to the person (Buhler and Allen, 1972:1).
The humanistic psychologist views man as a conscious agent who
experiences, decides, and acts, as opposed to an organism whose behavior
is shaped by

de~""velopmental

and environmental determinants

aloue~

Human

living and behavior are seen as a "comprehensive system in which values,
goals, and meaning play essential roles" (Buhler and Allen, 1972:16).
Emphasis is placed on such distinctly human qualities as inner freedom,
self-expression, creativity, and self-realization, as opposed to
mechanistic and reductionist defin.itions (Association for Humanistic
Psychology, unpublished; Buhler and Allen, 1972).
The

hC~DJaJ.tistic

model views man not only as positive, active,

and purposive, but also as in•1olved with the li.fe experience itself.
He does not stand aloof, introspective, and hypothesizing.
He emphasizes full partic:i.pation in life and includes himself
as a participant. He enters sc:!.entific endeavors and therapeutic relationships as a person (Buhler and Allen, 1972:43).

~
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Humanistic psychology has "an ultimate concern with and valuing
of the dignity and worth of man and an interest in the development of

~--

~
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the potential inherent in every person" (Association for Humanistic
_Psycholqgy, unpublished).
Haslow (1954) assumes that each person has an essential, intrinsic nature which is essentially good.
discovery,and creativity.

--===

This inner core grows through

When this growth is frustrated, denied or

depressed, sickness results.

On the other hand, when individuals permit

their inner natures to guide their lives, they become healthy, fruitful,
and happy.

Because each person affects the culture in some way,

improving individual health is also an approach to making a better
world.

Personal growth requires courage, will, choice, and strength,

as well as protection, permission and encouragement from the environment.
ThiS> pre>ce.ss of growth has E.n. end .goal of self-actualization-the realization of potential.

Self-actualization can be translated

into two ultimate goals: "the give and take of love and dedicated
creative accomplishment" (Buhler and Allen, 1972:48).
place primary importance on man's. creativity.

Buhler and Allen

Maslow believes

"creativity is a fundamental characteristic of common human nature--a
potentialitY: given to all human beings at birth" and "is a certain
spirit that arises out of the nature of the character of the person
performing the act" (Maslow, 1954:223).
Creativity is also significant in that it is evidence of the
theory that a person "represents an open system with c.ertain freedoms
of operation and potentials for change" (Buhler and Allen, 1972:51).
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"This expresses what might be considered the central theoretical issue
of humanistic psychology: the concept of man as an active mediator of

~- - ---- ---- - - - - -
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his own existence" (Buhler and Allen, 1972 :52).
In order to study this new concept of human existence, humanistic
psychology has broken with the traditional American concept of objective,
controlled research.

It promotes,· instead, the case study.

The

deductive process in humanistic research thus Ieplaces the conventional
inductive use of hypothesis-testing with groups.

Shontz (Pervin, 1970)

has pointed out that frequent obse1vations of one individual under a
variety of situations provide more accurate results than controlled
observations of large groups of people.
Frostig and

¥~slow

(1973) have discussed the application of

humanistic psychology to education and to learning disabilities:
The concept' .of pecomii!,& (Allport, 1955; Maslow; 1962; Tillich,
1952) is one of the central concepts of humanism, and this may
be the most important concept for the teacher. She will realize that she has responsibility for helping the child develop
in his totality. She not only has to set tasks, provide
stimulation, and guide the child's physical, mental, and emotional development, including a system of values based on empathy
with and respect for others, but she has to be very clearly
aware of those aspects of his life that could hinder his
development (pp. 6 7-68) •.
Children with learning difficulties feel both rejected and
dejected. Perceiving this, the humanistically oriented teacher
will" aim to help the child to develop a sense of his own worth,
which is .not something that is dependent on his academic prow·ess
in comparison with others.
Whe11 children begin to believe in their own wholeness and
worth, they m.o.y progress at a fas·t pace, despite their former
difficulties. The hunani.stic ;>oint of view encourages selfdiscipline, and the willing and eager acce.ptance of responsibility
by both the teacher and the chUd (p. 72).
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The humanistic model has influenced the development of two
other emerging models--holistic health and confluent education.

It

has also influenced a wide variety of emerging approac.hes in learning
disabilities, stemming from these models, including visualization
techniques, est, Gestalt, dance and music therapy.
THE HOLISTIC HEALTH MODEL
In the fie.ld of medicine, a new model, based partly on the
humanistic model, is emerging; it is usually referred to as holistic
health or humanistic medicine.

Holistic health is

• • • an emerging point of view which is beginning to
explore the wisdom about the universe, about nature, about
our relationships to other humans, and about our own physical,
mental, and spiritual selves which is available to us from
within (Miles, 1976).
In this model; persons are viewed as more than physical entities.
Instead, they are seen as having unique relationships of body, mind.,
and emotions.

Health is defined as harmony of the whole person.

The Institute for the Study of Humanistic Medicine (unpublished)
views illness as a disturbance in the dynamic balance of these relationships.

Illness has meaning in the context of the total life experience

of the individual.

Physical disease and emotional suffering have a

personal message for each patient, yielding information about life
style, self worth and the value of time.

Disease is a symptom of

underlying discontinuity that needs rebalancing.

When something is

wrong with either or both the mental or spiritual self, the body often
responds in a negative way.

~-

--------

38

The knowledge gained through understanding the individual
meaning of the illness may afford an opportunity for personal grow·th.

~-
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k-------The experience of disease may be used .creatively to reevaluate life
goals and values, provide clarity in setting priorities, and mobilize
previously untapped strengths.
Health professionals cannot limit their expertise to medical
technology because patients cannot be seen simply as diseases.

The

role of the physician is to aid in the reestablishment of conscious
equilibrium and harmony of the whole person--body, mind, emoti.ons, and
spirit.

"The health professional enables the patient to evolve a

positive value from the experien.ce of disease, to maintain identity
and reaffirm the dignity as a person" (Institute for the Study of
Humanistic Medicine, unpublished).

The patient and health professional

can functi.on as colleagues:
Their collaboration activates the latent human and biological resources wit:M.n each patient for healing. The patient
is encouraged to be aware of his choices and become increasj_ngly
responsible for his own health, growth and fulfillment
(Institute fer the Study of Humanistic Medicine, unpublished).
The practice. of holistic health includes a wide variety of
healing techniques that are derived from an integration of eastern and
western approaches to healing.

Three important evolving approaches

concern energy, imagery, and nutrition.
Oyle (1975) has summarized some of the eastern ideas about the
relationship between energy and healtlt.

The physical body is conceived

to be an j_slan.d of particulate matter euspended in a sea of energy that

'
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penetrates between and through body cells and :i.n addition makes thought.
This energy has been called by a variety of names--God, Chi, prana,

~ ------------

bioplasma, cosmic energy, etc.

[;_:;

person.

It is the spiritual aspect of the

Eastern cosmqlogies claim that mind, energy, and matter are

three aspects of the same phenomenon.
changes in the others.

Changes in any one will effect

Therefore, when energy is distorted or blocked,

illness of mind or body can result.

By changing the level or flow of

energy, through such techniques as acupuncture or polarity massage, the
physical body can then heal itself.

Holistic health is concerned with

ways to focus awareness, energy, and consciousness on maintaining
health.

The physician·becomes a source or channel for healing energy.
Assuming· that mind, spirit and body are a unity, the mind can

be used as another route for healing.

Ancient peoples believed that

the key to wholeness and healing lay in the mental image (Oyle, 1975).
·The

iruage of strength and health can be "transmitted holographically

and reproduced in the matter of the body" (Oyle, 1975:47).
words, individuals can think themselves well.

In other

Simonton reports notable

.success with having "terminal" cancer patients first picture themselves
in pleasar,t surroundings, then picture the body healing itself, and
finally picture a healthy state.

In most case.s, the cancer has

disappeared (Simonton, 1972).
The third route to healing is through the body itself.
are three different aspects to this.

There

One is movement, the second is

dealing with elements of the physical environment, such as pollution.
The third is nutrition.

Holistic health practitioners are part:!.cularly

~-
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··aware of the important role of nutrition in health and disease.

All

of these routes to healing are being used with learning disabled
:::!---------

children through a variety of relaxation, visualization, and nutritional

c -------------------

approaches.
In summary, holistic health views the universe as a friendly
and supportive place for human liEe and sees each human being as
having a creative intention within a conscious soul.
The assumption of the holistic point of view is that
given an opportunity to clarify purpose and direction, to
clarify options and pathways, to clear fear and anxiety,
and to listen to inner signals and wisdom; the human being
knows what to do and the human body knows how to do it.
Holistic health emerges from within (Hiles, 1976:10).
This same concept can be applied to learning disabilities.
THE CONFLUENT EDUCATION MODEL
There have been a number of new trends in education during the
last decade.

The approach that is the most applicable to the field of

lear.ting disabilities is confluent education, also known as humanistic
and psychological education.
Confluent education, according to Brown (1971:10),
• • • describes a philosophy and a process of teaching
and 1earning in which the affective domain and the cognitive
domain flo•' together, like two streams merging into one river,
and are thus integrated in individual and group learning.
Bro•'Il uses "affective" to mean the feeling or emotional aspects of
experience and learning.
intellectual functioning.

He uses the term "cognitive" to mean

-
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Behavior is influenced by both thoughts and feelings, which are
inextricably linked.

Feelings have a great impact on motivation,

~-

-- -
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cogniti.on, and behavior--thre_e primary c·oncerns of education.
Therefore feelings are a useful basis of instruction.
Feelings can hinder or enhance the cognitive process.

By

respecting the concerns of children and dealing with their feelings,
subjects can be made more interesting, learning made easier, motivation
more personalized, and behavior more productive (Rubin, 1973).

Rubin

(1973:6) believes that "it is imperative that thought (cognition) and
_emotion (affect) be integrated so that one informs the other •11
Children's perceptions and the emotions attached to them can be used
by the teacher to better understand the child and to develop relevant
learning activities that facilitate cognitive growth and emotional
stabHity (Rubin, 1913).
Brown (1971) discusses some of the central issues of confluent
education.

One important dimension is the goal of helping students to

become more responsible.

This can be done by increasing the child's

sense of power to take responsibility for his behavior.

Confluent

education strives for a balance between freedom and responsibility, as
well as between affective and cognitive learning.
Jones (1973) points out the importance of taking into account
children 1 s fantasies &"ld feelings to enhance learning.

Intellectually

honest and significant lessons in the humanities, arts, and sciences
can effectively stimulate the natural inclusion of children's fantasies
and feelings.

Signs of emotional discomfort in children should be seen

·t------
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as opp0rtunities to be cultivated rather than dangers to be avoided.
The teacher needs to create conditions, as an integral part of the
educational process, that both encourage and instruct children to

f'C
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control, share, and use their emotions and images.
The curriculum should include exercises that encourage and
reward creative and divergent responses.

The teacher can use drawing,

painting, modeling, music, dance, drama, and pantomime to include
divergent thought processes more regularly in classroom procedures.
Gestalt and other awareness exercises can also be used.

Fantasies and

feelings s.erve to deepen children's awareness of themselves and their
world and to enhance their communication with classmates and teachers.
The influence of the confluent education model is seen in the work
being done with learning disabled children through the use of such
!

approa<:hes as Gestaii:, est, 'r.E.T., and dance and musJ.c therapy.
THE HE!1ISPHERIC SPECIALIZATION MODEL

The fourth emerging model--the hemispheric s:>ecielization
model--synthesizes research findings from medicine, psychology, and
education.

This research concerns the dual modes the brain has for

processing information.
Ornstein (1972:51-52), has sunnnarized the research findings.
The cerebral cortex of the brain is divided 1nto two hemispheres,
joined by a bundle of interconnecting fibers.

Although both hemispheres

participate in most activities, they tend to speci.ali.ze.

The left

hemisphere seems to process information sequentially; its mode of
operation is primarily linear.

Analytic, logical thought, which

-------··

depends on sequence and order, is thus a left brain activity.

Language

and mathematics, both dependent on linear time, are also left·-brain

~
~

activities.
mentation.

--
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The right hemisphere seems specialized for more holistic
It processes information more diffusely; its mode of

operation is more simultaneous.

Activities and skills that are

dependent on the ready integration of mP-ny inputs a.t once (orientation
in space, body image, facial recognition, music, P..nd artistic endeavor)
are governed by the right hemisphere.

The right brain is more

intuitive and receptive while the left brain i.s more rational and
active.

Thus, aceording to Ornstein, the hemispheres reflect two modes

of consciousness coexisting in an indj.vi.dual.
The two modes complement each other.

Ornstein (1972:67)

emphasize.s that "a. c.oruplete human consciousness involves the polarity
and integration· of the two modes, as a complete. day includes ::he
daylight and the darknesG."

Science, for .instance, though essentially

logical and linear, uses intuition to supply the clarifying idea that
suddenly comes to mind.

The verb:ll intellect then explain.s and

translates the intuitior' into ideas that can be explicitly· tested and
communicated in the scientific manner.
The findj.ngs on hemispheric specialization have important

im?lications for education, including the education of learning
disabled children.

The educational system, with its focus on rational

thought, language, and arithmetic is conce:med primarily
opmen.t of the left side of the brain.

~lith

the devel-

If the whole child is to be

e.ducated, right brain activities and modes of processing must be

----------
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incorporated.
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Such activities would incltide art, music, and

experiential and observational 'ilays of teaching and learning.

Although
'F----
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most children have preferences for a particular mode of processing,
these preferences often change with age.

Bogen (1975) suggests that

almost any idea is likely to be better learned if both kinds of
processing are involved.

Integration should be strived for.

Samples (1975) developed and tested a variety of instructional
material.s, strategies., and .tactics that implicitly foc.us on the
enhancement of right hemisphere functions and the clarification of
their relationship with left hemisphere functions.

He found that when

right brain functiorrs were enhanced, students' self-esteem increased,
left brain skills increased, and the students chose to explore more
content areas in greatei: depth in the arts, sciences, and humanities.
Samples desi.gned instructional materials to stimt1la.te right
hemispheric functions:
The assignments were highly ambiguot1s in order to heighten
the sttldent's role in deciding what the assignment meant.
Stt1dents were asked to make decisions; they were asked to. set
up strategies and pl~:ns based on the nat.tlre of the initial
problem. They were invited to invent solt1tious for problems
posed by the materials, plans that they could acttlally take
action on in their own environments • • • (Samples, 1975:21).
Samples, like Bogen, emphasizes the importance nf integration.

"Human

beings reach the highest expressions of their existence when their
entire essence as a being is blended into the synergic involvement of
all of their capacities at once" (Samples, 1975:23).
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The infl11ence of. the hemispheric specialization model in the
field of learning disabilities can be seen primarily in the development

r- -------- --
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of dance and m11sic therapy programs for children with learning and
behavior problems.

These programs usually try to integrate dance and

m11sic with cognitive and affective learning.
SUMMARY

Four emerging models have been considered: humanistic
psychology, holistic health, confluent education, and hemispheric
specialization.

These models have in common a more integrated view of

the individual than do the traditional models.

Specific intervention

approaches based on various combinations of emerging models are
beginning to be applied to learning disabilities.

These approaches

wi.ll be discussed in the follo••ing chapter.

"=
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EMERGING APPROACHES TO INTERVENTION
A number of intervention approaches that can be applied to
learning disabilities derive from the emerging models.

Just as the

emerging models can be considered alternatives to or expansions of
traditional models, so the emerging intervention approac)les can be
considered alternatives to or expansions of traditional approaches.
Several approaches r·elated to nutrition stem from the holistic
health model.· These are. often effective alternatives to drug
treatment and are probably the most widely used alternative approaches.
Holistic health also contributes to a number of relaxation and
visualization

tecj,niq~•el;l,

behavior modification.

which .can be considered alternatives to

The approaches outlined by the confluent

education model expand upon traditional remedial techniques by dealing
with children's feelings related to their leanting and to their
relationships.

Finally, the hemispheric specialization model points

to the importance of dance and music for stimulating and integrating
the functions of the right hemisphere.

Using elements of humani:>tic

psychology, these methods expand upon traditional perceptual-motor
activities.

A discussion of these four groups of approache.s, related

research and case studies follows.
,---------------
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NUTRITIONAL APPROACHES
Nutritional therapy, like drug therapy, focuses on the physical
nature of learning disabilities.

Nutritional and drug therapy approaches
! .

are based on the theory that learning and behavior problems result
largely from biochemical disorders.

However, nutritlonal therapies

also emphasize the importance of environmental factors in the etiology
of learning disabilities.
The Interagency Collaborative Group on Hyperkinesis of the

F

Department of Health, Education, and Welfare (1975) reported that the
influence of nutrltional factors can be relate.d directly to the quality
or quantity of nutrients available in the diet.

Differing metabolic

patterns may also increase the susceptability of a particular individual
to an exce.ss or deficiency of certain factors.
Deviant nutrition can be divided into four different types.

The

first is the ingestion of substances to which the child is allergic or
sensitive or which are toxic in high concentrations.

This is sometimes

referred to as ecologic illness (Philpott, 1974); the body is unable to
adapt to the particular load of streoses from the environment.
Treatment consists most often of removing the offending substances.
The second type of deviant nutrition is an inadequate dietary
supply to meet the extraordinary needs of the individual organism.
some people require abnormally high amounts of specific substance.s
because each person is biochemically unique (Fredericks, 1976).

Large

doses of vitamins and/or minerals are used to offset these abnormalities.
In the third type of deviant nutrition, a person may ingest and
absorb an adequate supply of nutrients but metabolize them poorly.

48
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Hypoglycemia is the most common metabolic disorder diagnoRed in
learning disabled children.

It requires special dietary changes
;:::::_

(Fredericks, 1976).

'""
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F:inally a person may be receiving an inadequate or imbalanced
diet for ordinary needs.

This is the person suffering from

malnutrition (Cott, 1972).
Many physicians feel that all of the above aspects of deviant
nutrition can act alone or in combination to affect learning and
behavior in a variety of ways.

This relationship is not generally

r------

accepted by the medical community because of lack of controlled studies.
Nevertheless, case studies often reveal dramatic improvement in behavior
of children treated for the above disorders.

A discussion of the ways .

various aspects. of. nutrition. affect learning disabilities follows.

The

influence of light will also be considered briefly.
Allergies
Crook (1975) has estimated that one-half of the cases of
learning disabilities, particularly when hyperactivity is present, are
the result of allergies, espe.cially allergies to certain foods.

Crook

(1975:47) defines an allergy as "hypersensitivity to a specific
substance (such as food, pollen, dust, etc.) or condition (such as
heat or cwld) which, in a similar amount, is harmless to most other
people."

Allergies can develop to three groups of substances:

ingestants (food, drugs), inhalants (plants, mold, animal dander,
house dust, chemicals) and contact substances (poison oak, soap,
synthetic materials).

In addition, infections, emotional stress, and

weather can trigger or aggravate allergic symptoms.

c-- ---- ----
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Allargists differ in what they consider to bean allergy.
Some reserve the term "allergy" for those reactions in which immunologic
mechanisms are involved.

~
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Others feel there is also a non-immunologic

allergy which can cause symptoms in any and every part of the body,
including the brain and nervous system.
Speer (1954) proposes the term "allergic tension-fatigue
syndrome" to describe nervous system disturbances constituting a
primary allergic syndrome.

Randolph (1947:571) states that this type

of allergy is "a common cause of irritability and abnormality of
behavior in children."

He describes two groups of children; the

chronically tired, sluggish, depressed and the hyperkinetic, hyperexcited child who:
• • • are inclined to be irritable and fretful in their
behavior and to be maladjusted in both the home and school.
Their schoolwork suffers because of a characteristic difficulty
in concentration and impairment of memory (Randolph, 1947:571).
The most widely implicated substances for causing the allergic
tension~fatigue

syndrome are foods, especially foods eaten regularly

over a long period of time, such as milk, chocolate and cola, cane
sugar, corn, wheat, potato, pork, beef, egg, and food additives.
Chemical.fumes, particularly petrochemicals, have also been implicated.
Diagnosis of non-immunological allergies is complex.
skin tests are of little value.

Allergy

Most physicians take an allergic

history and do a careful physical examination to discern allergic
symptoms, such as paleness, shadows under the eyes, headaches, stomach
aches, and muscle aches.

Some physicians use a "provocative test" in

==-==-- ----==-=
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which diluted extracts of suspected substances are dropped under the
tongue and the child is observed. · Symptoms may occur immediately or

~

~----------·-

within several hours.
The most reliable methods of diagnosis involve manipulations
L=~=

of diet.

One method is to eliminate foods one at a time and note when

symptoms are reduced.

To verify the specific allergenic foods, a

child mi.ght then be given the suspected food or foods to see if the
symptoms reappear (Crook, 1975) (see Appendix B).

Another diagnostic

method is to place the child on a "rare-foods" diet or on a complete
fast for about four days, then add foods one at a time and note which
ones produce symptoms (Pfeiffer, 1975).
~'hen

the offending foods are discovered, by whatever method,

m<'.nagement consists primarily of eliminating these foods from the diet.
Crook (1975)_ reports that. symptoms will begin to disappear within five
to twenty-one days.

If the foods are eaten within this time, symptoms

will reappear within a few minutes or in six to twenty-four hours and
c

may last for several days.

After several weeks on the diet, the child's

sensitivity to the foods may decrease.
then be tolerated.

Small amounts of the foods may

If the child has multiple sensitivities, he may be

placed on a rotated diet in which foods in the same group are not eaten
within o~e week of each other (Rees, 1973).

Some physicians also

recommend treatment with cortico-steroid drugs and desensi.tization injections (Wunderlich, 1973) although this may only mask symptoms.

* Because a child is often "addicted" to the foods to which he
is alle.rgic, he may exhibit "withdrawal" symptoms and feel worse for
the first two or three days. Therefore foods should be eliminated for
seven to twenty-one days.
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Wunderlich (19/3) describes the successful use of allergy
management with a learning disabled child.

Ben was an eight-year-old

~-
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boy attending a private school for children with learning disabilities.

f
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He was chronically hyperactive with a very short attention span.
use of Ritalin and additional tutoring helped somewhat.

The

A food

elimination diet was carried out and the elimination of wheat was
followed by prompt improvement in his learning behavior.

The teacher

noticed a sudden improvement in school and the tutor indicated that
Ben, for the first time, was interested, alert, and attentive during
his tutorial session.

After a year and a half on a wheat-free diet,

his I.Q. was measured and was found to be eighteen points higher than
his score at age eight.
Crook (1975) points out that diet or medication are only one
phase of management.

Psychological and educational management are also

important, as is the periodic reevaluation of the child.' s total health
program.
The most widely-publicized allergic-behavior relationship
concerns food additives.

Feingold (1975c) has proposed that artificial

colors and flavors play a causal role in hyperactivity and learning
problems.

Feingold does not, in fact, call this an allergy, but defines

it as a genetically predisposed adverse drug reaction.

Others, however,

would consider this a non-immunologic allergy.
The treatment for hyperactivity and learning problems proposed
by Feingold is complete eliminatiott of all artificial colors and
flavors, as well as all salicylates, a chemical contained in aspirin
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and in certain foods, such as fruits and vegetables (see Appendix C).
Salicylates are included in the elimination diet because of a
clinically observed relationship between these compounds and certain
food dyes in producing allergic reactions.

The diet proposed by
:__ _____ _

Feingold was originally developed by Lockey in 1.948 (Buckley,
unpublished).
It is recommended that the entire family follow the diet to
eliminate the risk of infractio<>.s and to prevent the child from feeling
inferior or discriminated against.

However, the child is encouraged

to assume most of the responsibility for controlling the diet.

If,

after four to six weeks, the response to the diet is favorable, fruits
and vegetables with natural salicylates may be reintroduced.

One by

one, each food item is tried for several days and if nothing adverse
is observed, it may be continued routinely.

All food additives,

however, must always be excluded.
Feingold found from clinical experience that approximately
- -

fifty per cent of the children placed on the diet respond favorably,
most of them rapidly and dramatically.

Reduction in hyperactivity,

aggression, and impulsiveness is the most common and obvious change.
Other changes reported include improvement in muscular coordination,
better interpersonal relationships, increased attention span, greater
frustration tolerance, better school adjustment, and marked improvement
in scholastic achievement (Feingold, 1975b). I t should be noted that
some of the children on the diet were, at the same time, receiving
psychological and remedial educational assistance.

b
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In 1975, a conunittee of medical and behavioral scientists
supported by the Nutrition :Foundation critically reviewed the evidence
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relative to Feingold's hypothesis (The National Advisory Committee on
Hyperkinesis m1d Food Additives).

The following criticisms were. raised:

The patients reported upon were not described by any standard
measurements and no controls or objective measures of change were used.
Changes may have been due to such factors as alterations in the family
dynamics or other placebo effects.

The dietary plrut is based on old
L::----·---------

and inadequate studies and may eliminate important food constituents,
such as vitamin C.

t_ -- --

There is no identifiable single substance or group

of substances that specifically produces the adverse effects.

Finally,

claims of improvement were impressionistic, anecdotal, and lacking in
objective evidence.

The committee recommended that studies with better

experimental design be undertaken.
The National Institute of Education awarded a contract to the
Human Resource Institute of Boston, with Conners as principal
-

investigator, to study Feingold's hypothesis.

- - -- - - - - - -

A double-blind cross-over

study eliminating artificial flavors, co1.ors and natural salicyla.tes
was conducte.d on fifteen hyperk:f.netic children.
The results of this study strongly suggest that a diet free
of most natural salicylates, arti:!:icial flavors and artificial
colors reduces the perceived hyperactivity of some children
suffering from hyperkinetic impulse disorder (Conners, 1975:40).
Teachers tended to notice greater reduction of hyperactivity with the
. i

diet than the parents did.
Interestingly, another study (Chun and others, unpublished) found
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that parents noted a greater decrease in hyperactivity with the diet
1":

~---------

than the teachers did.

The preliminary analyses in this study did not

strongly support the efficacy of the experimental diet.

~

---------

However, a

small number of children did show significant improvement as rated by
both parents and teachers and on several objective behavioral measures.
The research team stated their intent
• • • to study these individuals in much greater detail
in an attempt to bette.r specify dietary and subject medical
and social history characteristics which may be associated
with what appears to be a subgroup of children within the
fairly large and heterogeneous group included in the inHial
investigation (Chun and others, unpublished:3).

t-- __::_ __:
f-------
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Following Conner's study, the Interagency Collaborative Group
ori Hyperkinesis, De.partment of Health, Education, and Welfare, me): in
p~rt

to in·;,restigat·e the efficacy of Feingold's diet ir.. controlling

hyperactivity.

They concluded that:

It is the opinion of the Group that these studies have
neither proven nor disproven the hypothesis that a diet free
of artificial food colors and flavors reduces the symptoms in
a significant number of children with the hyperkinetic-behavior
syndrome. The. Group feels, however, that the evidence taken as
a whole is sufficient to merit further investigation into the
relationship of diet and the hyperkinetic syndrome (Interagency
Collaborative Group on Hyperkinesis, 1975:66).
In 1975, the Feingold Associations of New York and New Jersey
were founded by parents with the purpose of making the public aware of
the possibilities of dietary management of children with hyperkinesis
F.----'-----··_-_ ----=---~

and learning problems and to assist parents in the application of the
diet.

Approximately 850 children, ranging in age from five months to
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adulthood. in. the two states have tried the diet with claims for success
ranging from seventy-five to ninety-nine per cent with strict adherence
to the diet.

Changes occurred within two days to thirteen weeks.

Some

of the changes noted were that children were calmer, more reasonable,
happier, quieter, more attentive, more coordinated and sociable; sleep
habits improved, school grades improved, and migraine headaches ceased
(Feingold Association of New Jersey, The Feingold Association of New
York, personal communications).
One parent described a sixteen-year-old boy's reaction to the
Feingold diet.

Bob was a hyperactive youngster and had become a

sullen, irritable, and withdrawn teenager.

He never· engaged in social

activities and was getting C's and D's in school, even with nightly
tutoring.

Within two weeks of starting the diet Bob was relaxed and

pleasant and engaged e.asily in conversation.

When he returned to

school in the fall, he was able to work without a tutor, began to earn
A's and B' s and joined a drama club.

He also overcame his clumsiness

and began to participate in sports.
Not all children respond so dramatically.

Both Feingold

associations have noted that hyperactive behavior decreases quickly in
most cases, but improvements in learning take longer and usually
require additional remedial help.
Minerals
The body requires trace amounts of certain minerals in an
appropriate balance.

Excesses or depletions of these minerals can

cause a number of medical, learning, and behavior problems.

In

particular, too much lead and too little zinc have been cited for
causal roles in learning disabilities.

:;:::
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It is widely known that lead in large amounts is toxic..

~-

Sources

of lead include car exhaust, paint, cigarette smoke, pottery glazes,

F= ;:::
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inks, painted pencils, canned evaporated milk, and baby foods (Graham
and Graham, 1974; Pfeiffer, 1975).

-----------

Severe lead intoxication can cause

irreversible neurological impairment and even death (U.S. Environmental
Protection Agency, 1972).

Research is accumulating that suggests low

lev;>l.s of lead can also adversely affe.ct the central nervous system.

A

report by the U.S. National Academy of Sciences (Bryce-Smith and Waldron,

1974) states that subtle neurologic deficits that impair learning are
the more common outcomes of lead exposure.

These deficits include poor

sensory perception, motor incoordination, short attention span, and
distractibility•

Pueschel and his associates (1972) examined children

one and one-half years after diagnosis of and treatment for lead
e~~osure

and found a significant increase in mean I.Q. and enhanced

verbal productivity, but little i.mprovement on visual-motor integration
tasks.
David and his associates (1972) found that hyperactive children
had higher blood-lead levels and urinary lead excretion levels than a
control group.

In 1972 the Environmental Protection Agency prepared

a position statement on the health effects of airbon1e lead.

The

investigators concluded that exposure to lead in quantities not
considered toxic or even excessive may contribute to learning disabilities.

Several studies of children living near lead-emitting factories
produced contradictory results.

Lansdown and his associates (1974)

found no relationship between blood-lead levels and measures of

=-=c-'---'-------==-===
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intelligence, school performance, or hyperactivity·.· On the other hand,
Bryce-Smith apd Waldron (1974) cite a study by the U.S. Department of
Health, Education, and Welfare that shows significant impairment cf

~ -

~
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performance I.Q. and fine--motor skills in children with high lead levels.
Landrigan and his associates (1975) found similar results.

Defects in

both the Landsdown and the HEW studies have been pointed out (BryceSmith and Waldron, 1974; and McCabe, 1974), making it diffi.cult to draw
definitive conclusions on the relationship between excess lead and
behavior.
c

r-:-- ------------

Perino and Ernhart (1974) examined the relation of blood-lead
levels to cognitive and perceptual·-peiformsnce functioning for eighty
preschool children.

They found that as the ahildren 's lead levels

inc-reased, their test scores on cognitive, verbal, and perceptual
abilities decreased.
Copper, a second heavy metal, has been implicated in hyperactivity because it acts as a stimulant to the brain (Pfeiffer, 1975).

High

lead and copper levels are often found among learning disabled children.
Excess copper can come from copper water pipes and utensils.

At

present little research on the effects of excess copper has been done,
Hair analysis is sometimes used to determine the levels of lead
and other minerals.

Whether hair m:!.neral levels are an actual

indication of the body levels is a controversial issue.

Hair may be

an excretion pathway for certain substances, such as lead and perhaps
cadmium, but not for other compounds (Rees, personal communication).
Chelating agents are often prescribed when high lead levels are

-
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found.

A chelating agent is a substance that attaches itself to the

heavy metals and removes them from the body.

Chelating agents include
~---_--:_------:_-~--

commercial preparations, vitamin C, and certain foods, such as baked

p --

beans and homemade applesauce.
Difficulties can arise not only from toxic amounts of some
minerals but also from insufficient amounts of others.

It is

kn~ND

that behavioral changes develop with iron deficiency anemia that are
readily reversed on treatment with iron.

Webb and Oski (1974) found

that adolescents with iron deficiency anemia had significantly lower

c'

scores on a battery of school achievement tests than did a control
group, and these same youths also exhibited heightened activity,
manifested as restlessness, irritability, and disrupting behavior.
Piggott and others (1974) discuss the possible role of zinc
deficiency in children with learning and emotional problems and point
out the need for research.

Cott (1972) discusses the current prevalence

of zinc deficiency among the learning disabled population.
zinc deficiency is caused by:

whole~grain

He believes

cereals and excessive copper,

which interfere with zinc absorption; low zinc content of food
producing soil; and reduction of zinc through food processing.

He has

found mineral supplementation successful with these children. .As yet,
no controlled studies that investigate the relationship between mineral
deficiency and learning disabilities have been undertaken.
The following case history suggests a relationship between low
zinc and learning disabilities.
to manage as a baby.

Mary was extremely active and difficult

She continued to exhibit behavior problems

L_ ________ _
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along with learning d1fficulties in school.
antagonistic ·and uncooperative.

She was excessively

Psychological. counseling did not help.

When she was thirteen years old, she

~~as

~---

put on a high-protein, sugar-

free diet and her behavior improved dramatically and suddenly.

f
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However,

she was still immature, her logic was poor and she did poorly in school.
Several years later, Mary's parents noticed that she was always
unusually alert and cooperative after she had eaten oysters, whi.ch
have a very high zinc content.

Subsequently, Mary was given supplemental

zinc and was positively_ improved in twenty-four hours.

Within the next

two weeks she obtained her driver's license, found her first job, and
enrolled in college.
re-turned.

~-------

~-

When the zin.c was withheld, the behavior problems

When the zinc supplement was resumed, she was, once again,

"a,_ changed person."

According to the parents, "There is no doubt

whatsoe\•er in our minds that the zinc has saved her" (Pfeiffer, 1975:241).
The roles of other trace minerals--manganese, cadmium, iron,
sodium, and potassium--in altering behavior are not clearly understood.
It is probable that imbalances of these and other minerals could
adversely affect learning and behavior.
Megavitamins
Besides a balanced supply of minerals, the body also requires
certain amounts of vitamins.

Some learning disabled children

are not receiving adequate vitamin supplies.

Fredericks (1976),

among others, has emphasized that each person is biochemically unique,
~---

with individual requirements for specific nutrients.

Sometimes the

body requires unusually large amounts of certain substances.

Some

~~---
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children are lacking important enzymes so that the vitamins they eat
cannot be metabolized.

Others lack a particular protein needed to

transport the vitamins from the bloodstream to the tissues where they
are used.

-

----------------

Sometimes the cell walls are not easily penetrated by

certain substances.
vitamins.

~

Some children have systems that destroy certain·

And finally, there are children with normal vitamin needs

whose diet does not supply them (Newbold, 1975).
Twenty-five per cent of the body's total metabolic activity
takes place in the brain.

The brain i.s therefore extremely sensitive

i-----,-

,----------

to lack of vitamins and other nutrients (Newbold, 1975).

l'auling (1968)

!

and others have suggested that psychological and behavioral disturbances
result from insufficiencies of certain chemicals in the brain.

Pauling

formulated a theory of the dependence of brain and total body function
on molecular structure and coined the term orthomolecular to describe
it.
Orthomolecular medicine aims to preserve good health and treat
disease by supplying optimum amounts of substances normally present in
the body, such as vitamins, rather than using synthetic drugs.
large amounts of certain vitamins and minerals
to offset molecular imbalances.

Very

are often prescribed

This is called megavi.tamin therapy

(Pauling, 1974b).
Megavitamins have been used successfully in the treatment of
schizophrenia (Pauling, 1974b; Pfeiffer, 1975).

More recently,

megavitamin treatment has been used with learning disabled children
with encourag:i.ng results.

Hoffer (1972) found that a large majority

------- ---------_-_
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of hyperactive and learn:i.ng disabled children respnnded to treatment
with large doses of niacin.

Cott (1972) found that a little over fifty

~~
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per cent of the children he treated, many of whom had failed to improve
with drug treatment, were helped by orthomolecular therapy.
two to six months elapsed before changes were seen.

Usually

The changes

described by parents and teachers ·included decreased hyperactivity;
increased cooperation, concentration, and attention span; and
improvements in speech and language.
affectionate.

The children also became more

The best results occurred when intervention began before

age seven or eight and continued for many years.
Hoffer (1974) presents a case study that illustrates the
results of megavitamin therapy.

Tom was a fourteen-year-old boy who

did no work in .s.chool, was disrupting, came to school late and left
·without permission, and exhibited bizarre behavior.

Hoffer made a

diagnosis of "hyperkinetic syndrome due to subclinical pellagra" and
prescribed high doses of the vitamins nicotinamide and pyridoxine.
----

----

Several weeks later Tom .reported that he no longer was miserable in the
rooming, was getting much better grades, was normal relative to his
classmates, was no longer a problem in school, and had received an
excellent report from his teacher.

In addition, he was working

steadily for the first time in his life.
The specific vitamin regime used varies from patient to patient
and from physician to physician.

The following regime used by Cott
c'

(1972) is fairly typical: one to two grams daily of niacinamide or
niacin (Vitamin B-3); one to two grams of ascorbic acid (Vitamin C);

~-----

---- - - - - - ---

62

[ic .. -·-- -·

!

ZOO to 300 mg. daily of pyridoxine (Vitamin B-6); 200 to 400 mg. daily
of calcium pantothenate and one-half tablet of B-Complex SO.
vitamins are administered twice daily.

The

[- _____ _

Additional magnesium is often

prescribed to prevent its possible depletion by large amounts of
pyridoxine.

Frequently, Vitamin B-12, Vitamin E, riboflavin (B-2),

thiamine (B-1), folic acid, and Vitamin B-15 are added.

The maintenance

of proper nutrition is also essential to create the optimum molecular
environment for the brain.
Fredericks (1976) furnishes a rationale for the use of certain
vitamins.

Vitami.n C is given because it is a partial antidote to toxic

conditions that are likely to be present with the metabolic abnormalities.
Vitamin E is given to quiet anxiety; it has also been found useful in
the treatment crf --depre.ssion.
. d:i.sturbed-brain' chemistry.

Vitamin B-3 is aimed directly at the
Vitamin

B~6

is used as a detoxifying agent

and for its roles in cerebral metabolism.
The medical community has been critical of megavitamin therapy.
Hilsheimer (1974) has listed what others consider some major objections.
Some critics claim that the American diet is more than adequate and
provides all the vitamins everyone needs, with the possible exception
of pregnant and nursing women, infants, and t.he very old.

The poor

would be better helped by having more food, not vitamin pills.

On the

other hand, Newbold (1975) points out some of the fallacies of the
American diet.

Many foods, especially grains, have been "stripped" of

most of their nutrients.

As for "enriched" food products, "the

enriching consists of taking out some twenty-three essential nutrients,

n-
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and putting back six of the least expensive ones (Newbold, 1975:12).
Valuable nutrients are also lost in the process of drying, storing,
refining, freezing, and canning foods.

~-
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Furthermore, many fruits and

vegetables are grown in vitamin and mineral-depleted soil.

Hilsheimer

(1971:2) reports that "at least twelve per cent of middle class
Americans living in small urban areas do not eat as much as fifty per
· cent of the Reco=ended Dietary Allowance."
A second objection is that vitamin levels essential to health

r=r:-·------~--

have been well established and larger amounts are simply wasted, or
can do great damage.

As previously stated, each person has individual

nutritional requirements,

These requirements can be increased by

genetic or metabolic defects, age, environmental stress, and certair1
drugs (Newbold, 1975).

Reports of the Food and Nutrition Board state

tohat the Reconnnended. Dietary Allowances of vitamins and other nutrients
"are the amounts that protect against overt manifestations of deficiency
diseases • • • and are not the amounts that lead to the best of health"
(Pauling, 1974:14c).

Hilsheimer (1974) reports that Russian research

supports a much higher level of vitamins than recommended in the
United States.
The side effects of megavitamins are another concern.
Niacinamide can produce liver damage.

Niacin can cause. severe facial

redness and itching and can precipitate an attack of gout.

Darkening

and thickening of the skin may occur with prolonged large doses
(Pfeiffer, 1975).

Milder side effects include nausea, vomiting,

increased frequency of urination or bowel movement (Cott, unpublished).

- - - - ------
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Cott states that these side effects are dose relate.d and subside with
reduction of the dose.

'

A final objection is the lack of controlled studies.

In 1973,

~-
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an American Psychiatric Association task force critiqued the clinical
results claimed for megavitamin therapy and concluded that the evidence
does not warrant the conclusion that megavitamin therapy w].th niacin
and niacinamide is effective in relieving schizophrenia (Wolman, 1976).
Pauling (1974b) believes that the task force was biased, failed to

,-r---

understand the nature of orthomolecular theory, and used faulty

- -
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I

arguments.

Hilsheimer (1974) points out that hundreds of case studies

support the efficacy of orthomolecular treatment.

~-

--------

The question remains

moot and further research is certainly warranted.
Hypoglycemia
Specific biochemJ.cal defects can also interfere with the
metabolism of foods.

A condition increasingly noted in learning disabled

children is functional hypoglycemia.

Hypoglycemia means low blood sugar,
---- - - - - - - -

resulting from the.. body's inaM.lity to handle glucose effectively.

When

glucose is ingested, there is typically a quick rise followed by a
sudden drop in blood sugar.

This can be caused by: overproduction of

insulin leading to too rapid buriting of sugar, slow burn:tng or absorption
of sugar; lack of an enzyme needed to use sugar, allergy, hormone
disturbances, stress, and a diet high in sugar content (Fredericks, 1976).
The cells of the central nervous system predominantly use
glucose in their metabolism; any malfunction in blood sugar level is
~-------~

likely to produce a malfunction in the cent:ral nervous system.

-~-~
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relationship between hypoglycemia and learning disabilities.

A number

of physicians have noted remarkable improvements in learning disabled
children, diagnosed as hypoglycemic, when the hypoglycemia was controlled.
Pow-ers (1973-74.) used a high-protein, low carbohydrate diet as part of a
comprehensive management program for children with learning and behavior
difficulties.

He reports favorable results.

Klotz (1971) describes a

case study: J. R. was a twelve-year-cold boy with a long history of learning disabilities and unmanageable behavior.

He was considered untestable.

A glucose tolerance test revealed severe hypoglycemia.

J. "as given a

strict diet regimen with medical, vitamin and mineral support, and
adrenal cortex extract.

W:i.thin several months, he was able to return

to public school where he earned A-B grades within one year.
Malnutrition
Many children with learning disabilities are suffering from
actual malnutrition and undernutrition.

Malnutrition is a condition

characterized by a lack of one or more nutrients essential to normal
growth, development, and mental health.

Undernutritiml is a general

deficiency of caloric intake.
Pfeiffer (1975) reports that malnutrition may afflict up to
eighty per cent of the American population.

"National nutritional

surveys have indicated that most people have low levels of one or more
essential nutrients, relative to the traditionally recommended .levels"
(Pfeiffer, 1975:4).

Malnutrition can result from inadequate intake of

nutrients caused by poor food habits, lack of money, insufficient soil
nutrients, or by food shortages.

Factors that interfere with the

'
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ingestion, absorption, or utilization of essential nutrients and stress
can also lead to malnutrition (Pfeiffer, 1975; Jani and Jani, 1974-75).
l-,;

According to Johnson (Pfeiffer, 1975:9), "Diet affects your physical

r=- --------=----=--~-=-----:-:-- :::_1="""'

appearance, your energy levels, your intellectual and creative abilities,
your mental health and general feelings of well-being."
The relationship between malnutrition and learning is not.fully
understood.

Latham and Cobos (Jani and Jani, 1.974-75) hypothesized

that malnourished children limit their activities and learning
opportunities in order to conserve energy.

Lack of experiences >.rith

the environment can lead to poor performance on school-related tasks.
Cravioto and Delicardie (1975) found that malnourished children tend ·
·to be apathetic, irritable, nervous, listless and unresponsive.
cimotivation, concentration and learning are affected.

Their

Undernutrition

'can interfere with the development of the central nervous system and
affect· performance.
Jani and Jani (1974-75) report a study comparing children
receiving schcol snacks with a control group.

In the experimental

group better growth, improved concentration, alertness, and school
perfo=~ance

were noted.

Friedman (1971) describes a twelve-year-old

boy who was nervous, hyperactive, and exc.ited and had deficient motor
control.

His food intake was found to be two-thirds of his caloric

needs, with a diet meager in meats and vegetables, and rich in sweets.
His behavior improved as a result of forced diet management.
Nutrition plays a vital role in most of the therapeutic
regimes discussed.

Some food substances are eliminated or restricted

---!
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in the management of allergies, mineral toxicity, and hypoglycemia; in
the management of vitamin deficiencies with megavitamin therapy,

F

~-

nutritional elements are added.
diet is usually prescribed.

In addition, a well-balanced, quality

A variety of high protein foods, fresh

fruits and vegetables is encouraged.

Whole grain breads are suggested

in place of white bread, which has minimal nutritional value.

Processed

sugar and all food additives are restricted or removed entirely.

~~ny

physicians and nutritionists recommend vitamin and mineral supplements
that exceed the Recommended Dietary Allowance.

Nutrition is just one aspect of the physical environment
that influences behavior.

Light also seems to have an important bearing

on hyperact:ivit:y and stress.

Ott (1973) found, after forty-five years

of s:tudy and observation, that the quality of light is of great
importance to an.imals and man.

He discovered that plants and animals

respond physiologically to the intensity, periodicity, and wavelength
distribution of light.

For instance, rats kept under pink fluorescent

light developed numerous problems, such as necrosis of the tail, calcium.
deposits in heart tissue, smaller litters, shorter life spans, and
aggressiye behavior.

They thrived most and were more docile under full

spectrum light, that is, light that contains the full spectrum of
visible colors plus ultraviolet light, as does natural sunlight.
Different

typ~s

of fluorescent lights, such as cool white, daylight

white, pink, and others, produce only a narrow part of the visible
spectrum and filter out ultraviolet light.

j:
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In studying man, Ott has suggested that light, entering through
the eyes, stimulates the endocrine system.

Lack of the full portion of

daylight spectrum, part:icularly lack of ultraviolet light, received
through the eyes may cause hormonal and chemical imbalances that produce
a number of side effects.

Conversely, he found that exposure to full

spectrum light produced beneficial effects, such as reduced arthritis,
happier factory workers and prisoners, and a decrease of cance:wus
growth.
Fluorescent lights may also produce adverse effects because of
the minute amounts of X-rays that escape from the ends of the tubes.
!-

Bean plants placed at the ends of fluorescent tubes did not grow
properly, whereas those placed at the center grew normally.
Television is another source of radiation.

In 1964, excessive

television watching. by children was linked to nervousness, continuous
fatigue, headaches, loss of sleep, and vomiting (Ott, 1974b).
Ott feels that fluorescent lighting in schools may be a cause
of hyperactivity or of stress that alters the body so that hyperactivity
results.

He conducted an experiment using four windowless first-grade

classrooms.

Under normal fluorescent ·11.ghting, some of the chi.ldren

demo::1.strated nervous fatigue,. irritability, lapses of attention, and
hyperactivity.

Full spectrum lights, which were lead shielded to keep

X-rays from escaping, were then installed in two of the classrooms.

A

marked improvement in behavior appeared in the children in these
classrooms.

"--
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Without any use of drugs, the first graders settled down and
paid more attention to their teachers. Nervousness diminished
and teachers reported that overall classroom performance improved
(Ott, 1974b:381).
No improvement was noted in the control classrooms.
One of the boys in the study experienced particularly dramatic
changes.

Under normal lighting he was constantly in motion, banging

his head on the.table, fumbling with his chair, climbing on tables and
paying little attention to the teacher.

After the installation of full-

spectrum shielded lights, this child became quieter, was able to sit
still and concentrate.

He began to participate in class, was capable

of doing :i.ndependent study, and learned to read within three months

I
I

(Ott, 1976).
The experiment was continued and expanded the following year,
and the results seem to confirm the earli.er reported data.
There is need for further research on the effects of light.
It appears, however, that changes in lighting can lead to changes in
r

behavior.
·summary

A variety of nutritional disorders and therapeutic regimes have
been discussed.

Normally, these disorders do not exist in isolation.

One abnormality. may tri.gger or aggravate another.

Fredericks (1976)

re.ports that allergy may induce low blood sugar and nutritional
deficiencies.
allergy.

On the other hand, hypoglycemia may initj.ate or worsen·

n
The results of thorough nutritional testing of seve.n children
'·F'

with severe learning and behavioral problems at a residential school

~--~---------~
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were summarized:
The emerging clinical picture • • • of these children is
one of distress at almost every level: evidence of enzymatic
deficiencies deriving from genetic damage; irregularities
manifest in blo-od chemistries and urine and hair analyses;
specific vitanin and mineral deficiencies and imbalances;
raised levels of toxic sub.stances in the body; hypersensitivities to a vast range of foods and chemica.ls; serious blood
sugar disorders; and, finally, learning and behavior disorders
(Report on the Nutritiona.l Research at Full Circle, unpublished,
1976).
Thorough evaluations of leal."'ling disabled children in another
residential set·Ung have revealed high incidences of many nutritional
disorders (Hilsheimer, 1974).

103 outof 107 sequentially admitted

students proved to be signifir.an!:ly sensitive to at least three of
twelve allergens tested.

Ninety-nine-per cent of the children appeared

to heve abnormally high needs for Vitamin C, and almost every child
demonstrated some kind of metabolic imbalance or inefficiency.

Over

ninety per cent were deficient in manganese, and almost all severely
depleted i.n tissue potassium and sodium.

}!any were deficient in iron

and zinc, and most toxically high in copper and lead.

Eighty-six per

cent demQnstrated irregularities in glucose and insulin metabolism
(hypoglycemia and diabetes), and about twenty-five per cent in fat
metabolism.

The following procedures were initiated at the school: a

substantial reduction of sugars and carbohydrates, an increase in B
vital!lins in organically raised foods, and a general regimen of vitaminmineral supplement guided by blood, urine, and tissue assays.

During

~-----·--
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this period, the average stay at the school was reduce.d from twenty-four
f=:-F___

to eight months.

~-----------

Research and clinical experience suggest that nutritional
aspects of etiology and treatment warrant consideration in the total
mru1agement of children with learning and behavior difficulties.

Raman

(1975:2b) states that
• • the possibilities of learning depend in the first
place on the existence of a sound physical and neurological
base. Therefore, the integrity of the child as a biological
organism on the one hand, and the characteristics of the
environment on the other, define and determine the child's
functional capacities. No intervention program will be
comprehensive if it concentrates merely on enriching and
reconfiguring the intellectual, social, and cultural environment without providing the optimum conditions in the microenvironment of the child for maintaining his or her own
biological integrity.

RELAXATION/VISUALIZATION APPROACHES
Relaxation and visualization methods can be viewed as
alternatives to behavior modification for controlling behavior and
achieving success in learning.

With relaxation and visualization the

student responds to internal rather than external changes in stimuli.
Relaxation and visualization methods come primarily from the holistic
health modeL

----

Hem:ispheric function research supports their· importance.

A number of different approaches will be discussed separately,
although they are usually used in combination.
Most learning disabled children are subject to unusual amounts
of stress produced by fear, failure, and frustration.

Acute and

chronic stress produces bodily tension and other predictable physiolog-

I
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ical changes, often resulting in a chronic hyperrnetabolic state.
~-----

Hyperactivity may be viewed as extreme physiological tension.

~

Although the optimal level of tension or relaxation for most
efficient learning is not yet

knot~,

it is recognized that an emotional

state characterized by anxiety, fear and tension can impede learning.
Green and Green have formulated a psychophysiological principle which
states that
every change in the physiological state is accompanied
by an appropriate change in the mental-emotional state, conscious
or unconscious, and conversely, every change in the mentalemotional state, conscious or unconscious, is accompanied by an
appropriate change in the physiological state (Green and others,
1970a:l300).
Based on this principle, if anxiety can produce tension, then relaxation
c::1n je1::!..cve ar..xiety and, tl:.erefore, prodt!ce a more rccepti'•. . c state fer

learning.
Relaxation refers to the relief of both muscular and nervous
tension.

Muscle relaxation means the absence of all muscular contractions.

When this occurs, the nerves from these muscles are inactive.

As the

muscular and nervous systems relax, the mind also relaxes.
Except during total relaxation when reputably there is no
thought,· relaxation of body and mind enc.ourages nonverbal brain activity
such as visuali.zation or imagery.
the mind.

This means creating a picture in

The imagery, though largely visual, can also include other

sensory experiences (Samuels and Samuels, 1975).
also useful in 2nducing relaxation.

Visualization is

p
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Engstrom (1970) found that both relaxation and imagery are
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important for learning.

He noticed that students with higher grades

seemed reore relaxed arid their brain waves indicated this.

There is

also evidence that imagery is the most potent predictor of performance
in verbal learning.

Imagery can be used to tap unconscious feelings

and thoughts and bring them into consd.ousness.
Relaxation training can he used to quiet the excessive
movements of hyperactive children by teaching them to heed the physical
and mental responses to stress.

The purpose is to teach children to

have greater control over-their owa bodies and thoughts by changing
their behavioral responses.

Visualization can be used in conjunction

with relaxation training to focus attention and, in the form of
suggestion, to change children's behavior.
There are four important components of all relaxation and
visualization techniques (Benson, 1975).
environment and a comfortable position.
body to relax.

The first

t~To

are a quiet

These prepare the mind and

The second and more important two are a means of

concentration and a passive attitude.
Concentration means fixing and holding the mind on a thought
or image.

This can be an object, or phrase, or even the individual's

breathing.

Concentration serves to channel thought energies and so

make them more powerful, in the same way. that a laser beam is many
times more powerful than dispersed light (Petitcle.rc, 1971).
Concentration also helps to shut out external stimuli.
Perhaps the most essent:i.al factor in relaxation and visualizat:ion is a state of mind referred to as passive attention, passive

F
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concentration, or passive volition.
non-striving

atti~:ude--a

~---

--- - - - -

It is a casual, attentive,

letting go and allowing a response to occur.
t':--

=------- - - - - - - - - -

Thoughts and feelings that may drift into the awareness are simply
allowed to pass.

~

-_

A passive attitude enables the involuntary nervous

system to regulate body systems, without interference from the active
mind, in order to move naturally toward integration, balance, and
homeostasis.
Relaxation Methods

~-------

Herbert Benson (1975) has postulated that the body possesses
a natural protective mechanism against overstress that functions to
bring the body into equilibrium.

He calls this the Relaxation Response,

Altho>J,gh there are a number of methods that can bring about this
res-p>-l:ffi:·Se,

in depth.

or.~.ly 01.1~,

TLanscendental 1-!editation (TM), has been

studi~d

The TM research, which outlines the physiological variables

of the relaxation response and its effects on behavior, will be
discussed first.

Other methods of producing the relaxation response

will be explored before moving to approaches that emphasize visualization.
Transcendental Meditation.

Meditation "is a reflection on

something, a thoughtful contemplation" (Rosa, 1976:113).

The most

widely studied and practiced form of meditation in this country is
Transce.ndental Meditation (TM).

The practice of TM requires the

repetition silently and with the eyes closed of a phrase, or mantra.
Any thoughts that·enter the mind are simply allowed to pass.

This
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silent repetition continues for twenty minutes.

Til

e -----------------

is based on the

assumption that there exists in every human being a constant sourc.e of
intelligence, energy, and happiness.
naturally upon this.

TM allows the mind to draw

~----

It "provides the opportunity for everyone to

develop the spontaneous use of his full potential of mind, body, and
behavior" (Wallace, 1974:7).

Those who practice TM have reported a

wide range of beneficial effects, now verified by research.
Wallace and Benson (1972) did an extensive study of the
physiology of meditation.

The major physiological change associated

with TM was found to be a decressed .rate of metabolism, indicating a
mere relaxed state of the nervous system.

Wallace and his associates

(1971) suggest .that TM gives rise to a fourth major state of
consciousness <lifferent from waking, sleeping, and dreaming.
BrainMave patterns were also studied by Wallace and his
associates (1971), Banquet (1972, 1973), and others.

They found that

TM produces a combination of brain waves characterized by alert
relaxation.

In addition, the waves of both sides of the brain are

synchronize.d and in phase from all points on the scalp during TM,
which indicates a condi.tion of unique orderliness in brain physiology.
TM seems to relate to improved learning.

The educational

studies have been done largely on populations of normal college and
high school students, but the benefits may be indicative of what TM
would do for a learning disabled child.

Shaw and Kolb (1971) found

that TM improves reaction time, indicating greater alertness and
improved coordination of mind and body.

A variety of studies show

=--~---
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improvements in auditory discrimination (Graham, 1974), superior

c-=--
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performance on a perceptual motor task (Blasdell, 1971), a significant
~--

----

increase in the growth rate of intelligence (Tjoa, 1975), and better
performance on recall tests (Abrams, 1974).

Collier (1973) and Heaton

and Orme-Johnson (1974) found that students practicing TM show marked
improvement in academic performance and a sharp increase in grade point
average.

Pelletier (1974) found that TM produced an improved ability

to focus attention.
TM is often modified for the classroom.

Some teachers simply

L_ ____

--~

have the children sit quietly for longer and longer periods of time.
Students may be given an object, image or sound to concentrate on
(see Appendix D).

Often some kind of guided imagery is used.

will be discus-sed separately.

This

Teachers interviewed reported a

significant quieting effect on the entire classroom with meditation.
Rozman (1975) mentions that it is important to maintain discipline
during meditation.

She suggests sending disruptive children from the

room rather than have them disturb the others.

With young children,

especially hyperactive children, it is essential to work up to
meditation slowly, twenty seconds at a time.

Three minutes is about

the maximum that children can be expected to remain still, but
meditation seems to quiet them for long periods.
Case study of

~elaxation

techniques.

The physiological and

other changes associated with TM have also been found to occur wj,th
other techniques.

Word and Rosynko (1974) describe how they used a

.

~~~

--

combination of several relaxation techniques in conjunction with
------

-
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visualization to assist a girl with reading problems.

Their technique

was based on a desensitization procedure developed by Wolpe (1958) in
which a person learns to relax while visualizing or experiencing fearful
stimuli.

The theory is that a person cannot be anxious when thoroughly

relaxed.

The following is a presentation of Word and Rosynko's case

study and the various relaxation methods used.
Eileen, age eleven years, was having severe reading problems
and was continually nervous; irritable, demanding, and talkative.

She

was afraid of participating in a reading group and refused to read
aloud.

The therapeutic procedure followed by Word began by her

alternately reading to Eileen.one of several relaxation scripts based
on Jacobson's progressive re.laxation, yoga-based breathing exercises,
and autogenic training (see Appendix E).

She then read to Eileen a

story,· or desetrsitization hierarchy, that she and Eileen had composed.
A desensitization hierarchy is a series of scenes ranked from least
to most anxiety-producing, focused around a central theme.

The task

of the patient is to maintain thorough relaxation while imagining the
anxiety items (Stoyva and Budzynsk, 1974).

Eileen then read out loud

to the therapist.
The relaxation period made Eileen visibly less active and less
verbal. ·The story was read in a sequence of seven sessions.

In it

Eileen was asked to visualize a series of images connected with
reading.

The later items were increasingly stress-producing.

Eileen

wasy always told to imagine herself calm and relaxed as these events
occurred and to imagine a pleasant scene.

The hierarchy was repeated

~----
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until Eileen reported that none of the items were disturbing.
As the therapy progressed, Eileen became much less distractible,
talked less, and was able to persist on tasks for much longer periods
of time.

She began to enjoy reading to Word and started visiting the

library at least twice a week.

After the ninth session, Eileen said

she was no longer afraid of the reading group, her reading grade
improved, and her teacher noticed that she showed an increased interest
in all her work.

A year later, Eileen was reading at grade level and

enjoying it.
The various relaxation procedures used by Word--Progressive
Relaxation, Yoga Breathing Exercises, and Autogenic Training--will now
be described.
Progressive

_F_~_;L_axatio_!l.

Jacobson (1962) was one of the first

to recognize the importance of muscular relaxation for health.

He

noted that children, as well as adults, were often overstimulated by
the environment and that many restless children performed poorly in
their school work.

He believed that many individuals had lost the

natural ability to relax; they did not know what muscles were tense,
could not· judge accurately whethe.r they were relaxed, and were
unfamili.ar with ways of relaxing.

Jacobson developed a method of

systematic muscular relaxation, which he called scientific or progressive relaxation.

He theo.rized that if a person lean1s to relax the

voluntary muscular system, the involuntary system, including the
heart, blood vessels, and colon, and the emotions as well, will relax
in turn.

rb__ ---------------
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In Jacobson's progressive relaxation, subjects move through a
very gradual series of tensing and relaxing muscles in a particular

E--------------

part of the body, beginning with the arm and moving to the leg, stomach,
L----

spine, chest, forehead and eyes.

Subjects observe and remember the

'

sensation of tenseness, then observe and remember what it feels like to
relax each muscle group.

Through practice, which is essential, they

become more and more skilled in detecting muscle tension in various
parts of the body and, in time, can detect lower and lower tension
levels.

At the same time, they learn to exercise better control over

their state of tension.

I

~---

--------- -

I

When persons become adept at recognizing

slight tension and can reduce it, they are told to maintain a state
of complete relaxation in a quiet environment for approximately one
hour per day.

They are then instructed to maintain as relaxed a state

as possible while performing daily tasks.
Jacobson emphasizes the fact that his method places the
responsibility in the hands of the patient alone,

The patient is not

given suggestions and does not give himself suggestions; he simply
allows his body to relax.

With children, however, progressive

relaxation is usually somewhat modified.

The child is told what to do

and the procedure is shortened to the tension-relaxation phase only,
without the long maintenance phase.

Cratty (1969) has children first

tighten and release the entire body several ti.mes.

The children are

directed to exert all-out, one-half, and one-fourth effort in tightening
the muscles of the total body.

The same procedure is then followed

with one part of the body at a time, beginning with the head.

The

":::-----:::_
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session ends with more full body tensing_and releasing.

p---~~~
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Progressive relaxation has been very beneficial for such
disorders as insomnia, indigestion, colitis, high blood pressure,

f?-----

ulcers, heart disease, neuroticism, and anxiety.

Cratty (1969:26)

feels that "Jacobson's techniques provide a sound basis for the
reduction of arousal level in a classroom or within a clinical setting."
Breathing exercises;

Tite second relaxation method used by

Word consisted of breathing exercises based on yoga techniques.

Yoga

teaches a person to breathe from the diaphragm, which results in
temporary over-oxygenation of the blood (Hopkins and Hopkins, 1976).
This, in turn; produces a sense of ease and relaxation.

Relaxation is

also promoted by the alternate. tensing and stretching of muscles.

In

add.itlon, th2 ".tbireathir.g exercisco make the children u:.ore ccuscious of

their own bodies.
Simpson and Nelson (1974) believe that controlling one's
breathing may also help to control attention and hyperactivity.

They

--------

mention that breathing is a very sensitive behavior that is highly
related to other bodily activities, especially gross body movements.
By learning to control breathing so it is regular, the child should be
able to acquire self-control, including the control of disruptive motor
behaviors.
Regularity of breathing is also an important characteristic
of attending behavior • • • • The regulation of breathing
during attention appears to be a part of an "attending"
behavior pattern, involving few gross body movements,
focused perceptual and cognitive processing systems, and
altered physiological states. Maintenance of a regulated

-
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breathing pattern, therefore, should promote a behavior
profile maximally receptive to environmental stimuli and
maximally effective in interpreting and processing information (Simpson and Nelson, 1974:17).
Simpson and Nelson then did a pilot study that involved visual
feedback of optimal breathing pattern and reward for control of
breathing.

The results, while not statistically significant, did show

. changes in breathing and attending behaviors.
a lack of generalization to the classroom.

The biggest problem was

The authors suggested that

training could be improved by increasing the flexibility and
individualization of the training schedule, and also by incorporating
the training into the learning setting to achieve better transfer of
training ..

Yoga postures, as well as yoga breathing, have been used with
learning disabled children.

Hopkins and Hopkins (1976) state that

yoga postures can promote body awareness, balance, laterality, crossing
the midline, and can provide a calming effect.

The exercises can

stretch the spine, relax the body, develop and tone muscles.
emphasizes slow, deliberate, controlled movement.

Yoga

The process of

movement involved in approximating the yoga postures is more important
than the achievement of them.

Hopkins and Hopkins state that modified

yoga exercises will help children become aware of their bodies in
space and of bodily tensions.
It is important to modify the standard yoga exercises for
children.
tension.

Many are too difficult and can increase rather than reduce
Imagination and mimicry are often used; the children are

.

,,
'
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encouraged to use their imaginations as they move into postures (see
Appendix F).

Rachel Carr (1973) has children pretend to be animals or
'

~;:!

objects-.

The 'Hopkinses give the example of having children imagine

they are in a jar -of thick peanut butter.

Their movements must be very

slow in order to ,push the peanut butter out of the way.

In another

exercise the children are told to become airplanes that must slowly
maneuver around mountains.
encouraging results.

The Hopkins experimental study has shown

Teachers, including those not directly involved

with the children, noted that the children were considerably more
relaxed.
Autogenic training.

Autogenic training was the third

relaxation method used by Word.

"Autogenic training is an exact,

clearly define1Lmethod of self-hypnosis, and the means to new, relaxed
enjoyment of one's physical existence" (Rosa, 1976:ix).

"It approaches

mental and bodily functions simultaneously and promotes the individual's
own homeostatic processes" (Luthe, n.d.).

Dr. Johannes Schultz

developed the method in the 1930s in direct connection with experiences
of hypnosis.

Tne goal of an autogenic training (AT) session is to

achieve a light, hypnotic trance, which induces relaxed skeletal
muscles,. dilated blood vessels, decreased respiration, and a slower
_heartbeat.
The method consists of repeating several times each day
certain standard phrases (exercises, formulas) that invite the organism
to relax.

Preliminary to the standard exercises, the person finds a

comfortable position in a quiet place and concentrates on the thought

___________
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''I am at peace."

This is an invitation to surrender oneself

unreservedly to that thought, while calmly putting aside extraneous
thoughts.

~:_:
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The six basic exercises follow; the person repeats these,

or a variation of, these phrases:
"Right arm very heavy."
"Right hand warm."
"Pulse calm and strong."
"Breath calm and regular."
"Solar plexus glowing warm."
"Forehead pleasantly cool."
The first two exercises are concerned with realizing experiences
of heaviness and warmth in the extremities.

The physical sensations

in one hand and arm, according to Schultz, then generalize to the

other arm and hand and to the legs as well.
zation, involving the. trunk and back, occurs.

Eventually total generaliThese two exercises

result ir: fee.lings of both mental •:nci physical well.:.being.

~'Better

peripheral circulation and an increase in warn:th induce a fe.eling of
c.omfort and at the same time actually improve one's physical state"
(Rosa, 1976:46).

Heaviness then inter:sifies this experience of peace

and physical well-being.
The feelings of peace, heaviness, and warmth serve as a basis
for observing pulse and breathing, which are the concern of the next
two exercises.
within the body.

These lead to experiencing the rhythmical processes
Focusing attention on the solar plexus (the complex

of nerves and ganglia lying in the center of the body and regulating
organs of the abdomen) in the fifth exercise, allows the person "to
~--_--,-:-

find the center of his vitality" (Rosa, 1976:75).

The exercises are

completed by bringing the head into the total experience.

By this
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time, if the training has been followed successfully, individuals
actually experience what they told themselves at.the beginning; that

::;:

__

_____:____·
.

__· _··_·

is, "I am at peace."

Schultz and Luthe have studied Autogenic Training extensively
and found that it exerts beneficial. effects on a number of mental and
behavior dis,orders, ·certain organic diseases, and the psychophysiologic
effects resulting from mental and bodily stress (Rosa, 1976).
AT has also

bc~en

.. usecl with school children.

The instructions

are adapted for the particular age group, usually with progressive
introductions of formulas.
used.

Sometimes only the first two formulas are

Angers and his associates (197Sb) recommend that group

relaxation be practiced for two to three minutes at the beginning, the
end, ·and a.t least once during

P.,

gi.ve;; period.

After the initial

learning perio.d of about .. two weeks, the teacher can begin to abal:ldon
the supervising role and set an example by practicing a brief set of
exercises.
Angers and his associates (1975a:3) have summarized the last
100 publications on AT and education.

Improvements in intellectual

functions include increased attention and concentration; better
memo~];

improved learning readiness; more appropriate learning

strategies; better use of cognitive abilities; increased flexibility
and mote systematic approaches to task demands; significant improvement
in scholastic achievement, particularly in underachieving students.

"'------
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Improvements in interpersonal functions include more active. invoh'ement
in classwork; more productive student-teacher interaction; better
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relations with classmates; reduced de.pendency on external control for
motivati.on; and increased receptivity.

Affective improvements include

decrease of anxiety toward examinations; enhancecl emotional stability;
decreased nervousness, irritability, ar..d h"stile reactions; increased
frustration tolerance, more self-confidence, and fewer behavior
problems.

In summary, studies indicate that "the integration of the

intermittent practice of brief exercises for the immediate purpose of
psychophysiologic relaxation is feasible, desirable and relatively
easy to accomplish" (Angers, 1975a:l4).
Biofeedback.

The methods so far discussed enable a person to

control certain physiological functions generally considered to be
beyond voluntary control.
wore

ex~ct

produced.

Another method, biofeedback, allows for

knowledge cf the actual physiological changes that can be

"Biofeedback training is the use of a technological device

to amplify physiological events" (Criswell and Haight, 1976:22).
Electrodes attached to the skin can pick up information abo•1t muscle
tension, brain wave activity, or temperature, and feed this back to
the subject in the form of a light, sound, or needle position on a
meter.

In this way the person knows the presence or absence of the

physiological event.

Although there .is. no cognitive awareness of

how to produce the desired physiological change, becoming aware of
one's internal states seems to enable one to change them.

Change in

the desired direction probably serves as a kind of internal

,.-__
reinforcement

(~iller,

1975-76).
"-

There are four basic types of biofeedback instrumentation which
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------

87
record four specific areas of inte.rnal body functioning.

They have
~

most often been used to treat various stress-related illnesses.

These

--

-
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instruments will be described before discussing their use with learning
disabled children.
The most widely publicized biofeedback instrument is the
electroencephalogram (EEG), which measures the brain's electrical
activity.

This instrument records the frequency, or speed, and the

amplitude, or strength, of brain waves.

It combines, analyzes, modifies,

and amplifies this information and indicates when the desired range is
produced.
There are four basic types of brain waves: delta, beta, theta,
and alpha.

Delta waves occur during sleep.

attentive state.

Beta signifies an alert,

Theta is associated with passive problem solving and

hypnogcgic. .. imagery, those freefloating thoughts and images that occur
just before sleep.

Green, Green, and Walters (1974) are studying the

use of theta training to increase creativity and integrative processes,
Students receiving theta training have reported the ability to study
better, concentrate better, and take examinations without stress.
Alpha is the most frequently studied brain wave.

It has been

associated with pleasant, relaxed feelings, increased awareness of
thoughts and feelings, and is belie.ved to represent a quieting of the
autonomic nervous system.

Some researchers report that people who can

readily increase and decrease alpha brain waves learn in a more
efficient manner.

"It is thought that they can absorb larger chunks

of information, and can be more aware of relationships between objects,
events, and facts" (Lawrence, 1972:146-47).

---------
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Recent research shows that alpha activity is not necessarily
~

F

associated with a particular

subje~tive

state and that feedback

training may not result in any absolute increase :in alpha activity.
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The sensations experienced may be caused simply by suggestion (Miller,
1974; Plotkin and Cohen, 1975-76).
Another brain waye pattern being studied is called sensorimotor rhythm (SMR).
an activity.

It is associated with preparing to stop or start

There is. evidence that SMR training can lead to the

suppression of various seizure disorders, and it may be useful with
hyperactive children (Blanchard and Young, 1974).
The biofeedback instrument that has produced the most valid
research results is the electromyograph (EMG).
information about muscular tension.

This feeds back

The EMG detects the firing of a

single neuron .and indicates the tension level of a particular muscle.
The forehead muscle is the most common location for electrode placement.
This muscle usually contracts with agitation or tension; when relaxed,
the scalp, neck, and upper body usually relax as well (Luce and Peper,
1974).

EMG feedback has been successfully used to reduce tension
headaches, to control heart rate and blood. pressure, and to retrain
muscles in paralyzed patients (Dicarca and others, 1974).

One study

used EMG feedback to eliminate subvocalization in reading (Blanchard
and Young, 1974).
Another biofeedback instrument measures skin temperature.
Higher temperatures are produced by increased blood flow.

Relaxation

-
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tends to produce increased blood flow and hence warmth.

To relieve

migraine headaches, Sargent and his associates (1973) used biofeedback
and autogenic training to raise the temperature of the hand.

;:::

________ _

They

also used temperature control, in conjunction with Transcendental
Meditation, to significantly reduce drug and alcohol use.
A fourth instrument measures the Galvanic Skin Response (GSR).
The GSR is the electrical resistance across the surface of the skin.
Two electrodes are placed on two fingers and a small current is applied.
If the condition of the skin surface ch.imges in any way, the meter
changes.

A decreased GSR is usually associated with relaxation.

One

physician interviewed described an asthma patient who learned to
abort asthmatic attacks with GSR training.
Mulholland (1973:1) discusses the applicability of biofeedback
to education:
Educators can use biofeedback in three ways: as a vehicle to
allow them to participate in the new interest in self-aware.ness,
self-exploration, and self-control; as a general method for
accentuating processes conducive to learning, and diminishing
those that impede learning; and as a way to strengthen specific
skills, such as relaxing certain muscles, or increasing certain
brain rhythms.
The second way, accentuating processes conducive to learning,
is most applicable to hyperl'.ctive children.

Biofeedback en.ables these

children to become aware of their confusion or excitement and to learn
when and in what way they are overactive.

Once awareness takes place,
,~·;-----

the child is given responsibility for making changes.

These changes

ii:-_ --------- ---- --
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include learning to relax skeletal muscles and quiet cortical activity.
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By reducing distracting, non-productive thoughts and body movements,
p

---
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the student becomes more able to pay attention.

Self-esteem can be

b---~--~-!~

enhanced by demonstrating the self-discipline necessary to control
internal and external reactions to stress.

This sense of mastery which

comes with the realization that individuals can change physiological
functions should expand to the realization that they can change their
environment, so that they are no longer victims of circumstance.

The

final goal is to reach physical and mental homeostasis.
EEG and EMG are the most connnon instrume.nts used with hyperactive
children.

It is not clear whether decreasing or increasing alpha is

more conducive to learning.
Since an increase in alpha rhythm is associated with day
dreaming,, :inattention to visual stimuli and s decrease in
cile.l... t:ne·s:S:; some biofeedback reseat~..~hers have hypu-theBi:Zed
~that by :training students to suppress alpha, they will
increase their alertness and comprehension (Criswell and
Haight, 1976:24).
Others posit that learning is facilitated by a state of relaxed
musculature and increased production of alpha waves.

Shetty (1973)

observed that approximately sixty per cent of hyperactive children do
not have well developed alpha activity in amounts appropriate for their
age.
Nall (1973) conducted two studies to test the hypothesis that
alpha training reduces hyperkinesis.

The results did not show

significant improvements with training.

Children in the training group,

however, did show substantial increases in reading comprehension.

This

group also tended to go up or down in both behavior and achievement at

c-------
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the same time, suggesting that alpha training may have helped the
;;::
'

children to become more integrated personalities.
A case study (Nell, 1973) shows that biofeedback does help
. some children dramatically: Keith was a typical hyperactive, impulsive
child.

He learned to recognize and produce alpha at will and changes

in behavior were soon noticed.
he was quieter and calmer.

He was able to walk instead of "jiggle";

By "turning on his alpha wave" he was able

to go to sleep immediately without rolling, tumbling, talking, and
singing.

He awoke bright and cheerful. ·
After alpha training another child's handwriting suddenly

improved.
Increasing sensori-motor rhythm, as mentioned previously, may
prove to be an .. important tool in treating hyperactivity.

As yet,

however, the relationship between SMR and hyperactivity has not been
researched.
Several investigators have used EMG feedback as a treatment
modality for hyperkinesis.

Long (1974) end Braud (1975) conducted

studies comparing the effects of a modified progressive relaxation
procedure and EMG biofeedback training on hyperactivity and learning.
In each case, both procedures were found to be successful, but
biofeedback produced greater decreases in muscle tension and behavior
problems.

The Long study found that the EMG group improved in immediate

auditory recall.
Braud and his associates (1975) describe a case study of a
· six-and-a-half-year-old boy who received EMG training: Steven showed

___
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severe learning and behavior problems.

During testing he would jerk

suddenly and turn abruptly if someone entered the room or made a noise.

~-
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He was impulsive and easily frustrated.

Steven received eleven EMG

biofeedback sessions and was asked to practice relaxation techniques
at home.

!1uscular acth•ity and tension decreased dramatically· within

and between sessions.

Seven months later Steven continued to control

his hyperkinesis when he kept up his practice of the relaxation

.,- -------techniques at hone and at school.

There were also some dramatic

improvements in confidence, self--concept, test behavior, and test
scores.

The most important factor in maintenance of behavior changes

was conti.nued practice.
Haight, Irvine and Jampolsky (1976) studied the use of EMG
biofeP-dbaC'.k w;l,.th
severely learning disabled adolescents in a special
·.
school.

Their previous experience indicated that biofeedback training

is rarely effective without prior introduction to relaxation training.
Therefore modified Jacobson techniques were taught before biofeedbaclt.
The biofeedback training occurred over nine sessions and practice
relaxation techniques were included as homework.

A control group

received the initial Jacobson training, but attended their usual school
activities while the experimental group received biofeedback training.
Changes occurred in both the biofeedback and control groups,
including decreased hyperactivity and lability and increases in visual
and auditory attention span.

Because there were few statistically

significant differences between the two groups, biofeedback alone
could not be said to have produced the changes.
that

The authors do suggest

j-.
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• • • continued remediation with EMG feedback and
"attention-focusing training" could lead to the expansion
of skills for increasingly complex units of learning in
the auditory and visual channels and that the students'
emotional, social, and academic functioning would be
positively affected (Haightand others, 1976:17).

r_________
;:::
-

~-----

Haight feels that an. increase in self-esteem may be the greatest
benefit of biofeedback for learning disabled children.
Biofeedback research shows conflicting results, because what
works for one child may

not.~

work for another.

To increase the

effectiveness of biofeedback, many therapists suggest using several
different instruments and, more importantly, a number of supporting
techniques.

Homework exercises are often useful in integrating what

is happening in the therapy setting with the child's everyday
environment.

These exercises, tailored to the individual and moM.fied

accordingly, include autogenic training, progressive relaxation,
breathing exercises, meditation, and imagery.

Some therapists do not

use biofeedback as a primary treatment mode, but simply as a tool to
help the child gain internal awareness of how to control his own
behavior.
Along with biofeedback training, a therapist may use behavior
modification or some form of psychotherapy.

Gladman and Estrada

(1974, 1975) stress :the importance of the therapist as motivator,
reinforcer, counselor, and model.

The relationship established between

the child and therapist is crucial to any biofeedback program.

'

"'~--

Similarly, the motivation and commitment of the student is a key factor
in success.

- --- -------
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In sum, biofeedback, when used appropriately, can be an
f'-:

effective tool in improving behavior and self-esteem.
Massage.
described briefly.

Massage, another relaxation technique, will be
The use of touch seems to create an energy flow,

to convey confidence, caring, and sincerity.

Massage works

physiologically, mentally, and emoti.onally by allowing the flow of
energy to be harmonious (Krieger, 1975).
In the classroom, massage has been used successfully to calm
hyperactive children.

It has also been used to build rapport, to

convey a sense of warmth and support.

One teacher who was interviewed

instigated a daily one-hour massage period in his class of learning
di.sabled students.

The. massage was accompanied. by a continuous

monologue, expressing the idea that everyone is different and everyone
is perfect.

The students were asked to concentrate on the one being

massaged as loved and loving.

With the use of this approach, the

teacher saw dramatic improvements in behavior and learning.
A type of massage known as foot reflexology may be particularly
helpful with hyperactive children.

Reflexology is based on the theory

that there are specific. points on the foot which correspond to
specific. areas and organs of the body.

By stimulating the area of

the foot corresponding with the brain, reduction in hyperactivity may
occur.

Visualization Methods
Whereas relaxation training alone has been used to improve
behavior and enhance learning, it is sometimes only an adjunct to a

-----
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visualization procedure.

Some investigators (Petitclerc, 1971; Samuels

and Samuels, 1975) view visualization as part of a continuum following
relaxation and concentration.
Relaxation is the first step in learning how to improve
visualization.

It serves to remove muscular tension and extraneous

external stimuli and to clear the mind.

Relaxation also facilitates

the flow of internal images (Samuels and Samuels, 1975) and unlocks
potential creative energies (Petitclerc, 1.971).
The next component for effective v·isualization is concentration,
which, according to Petitclerc (1971), guides the released energies
into productive channels.

According to Rozman (1975:4),

acquiring a high ability to concentrate endows the
student with a corresponding ability to condense bodies of
fact and .i:,l?.:fOrY!'.etio!l into a E:t:ructu:ral framel·lork that re....,eals

a deepe.r

or !I!Ore

syn thes i.zed meaning • • •

Finally, these creative thought energies are brought into
prociucti.ve use by

visualization~

Visualization produces a concentrated

state of mind with the properties of alertness, clarity of thought, and
a feeling of participation in the visualization (Samuels and Samuels,
1975).
Ihe images and thoughts a person holds in one's mind can affect
that person's mood, feelings, and behavior {Samuels and Samuels, 1975).
People hold both positive and negative visualizations about themselves,
about their goals and ways to reach them.

According to the science of

cybernetics, both the positive and negative images become reality.
Therefore a learning disabled child who pictures himself as a failure

.

-
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will actualize his visualizations and fail.

It is important for him

to become aware of his negative visualizations to discover what changes
need to be made and then to replace negative images with positive ones.
Samuels and Samuels (1975) recommend picturing oneself in a situation
in as much detail as possible and seeing oneself achi.eving one's goals.
Hypnosis.
is by hypnosis.

One means by which positive images can be instilled
Krippner (1970) has used hypnosis for the improvement

of academic achievement.

~---

He defines hypnosis as "a procedure which

induces a state of consciousness characterized by heightened
responsiveness to direct suggestion" (1970:451).
Krippner reports a study using hypnosis with children in a
remedial reading clinic to
interest in

re~;~ding,

de·~rease

tension, increase motivation and

maintain attention and concentration and to

facilitate revisualization and reauditorization of letter sounds and
symbols for spelling.

The children hypnotized made significantly

more gains in reading than those who were not hypnotized.

Other

investigators reviewed by.Krippner found hypnosis contributed to
increased capacity for remembering, paying attention, and understanding
material, calming anxiety; and improving study habits.
reports

~

Krippner

number of case studies that indicate the possible effectiveness

of hypnosis in ameliorating study problems, improving concentration,
reducing test anxiety, increasing motivation, and facilitating the
learning of specific language skills.
Krippner points out that not all individuals can achieve the
level of hypnotic trance usually necessary for suggestion to work.

He

\!!--
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emphasizes the active role of the student in the procedure; hypnosis
can only reinforce ideas already in the mind, not implant new ones.

He

feels that hypnosis is not a panacea and should be used in combination
with other methods.
Guided

im~§])[·

Barber and others (1974) think that the concept

of a hypnotic. trance is misleading.

Their viewpoint allows for a

broader conception of normal human capabilities and potentialities.
They postulate that:
. • • (a) the phenomena are elicited when an individual
thinks and imagines with the themes that are suggested and
(b) a large proportion of indivic!uals have the potential to
think and imagine with the themes of suggestions. However,
(c) the po.tential often remains dormant until the individual
has positive attitudes, motivation&, and expectancies toward
the situation (Barber and others, 1974:63).
Jampolsky (1975, 1973) has used a nonhypnotic suggestive
technj.que that he terms "guided imagery."

This technique is based on

the premise that the pictures people have of themselves determine
behavior.

Jampolsky 1 s tec.hnique a·ttempts to dissociate the child from

painful past learning experiences and give new positive ideas to the
unconscious.

·The following case study describes how this method was

used to help a child with reading problems.
his mother for extra help in readj.ng.

John was referred by

Testing revealed that John did

not have an oral reading problem, but he did have some difficulties
with comprehension.

In general he was bored with reading and took a

passive, resistive attitude toward learning to read.

The therapeutic

session began by having John close his eyes and relax the muscles of

;::'!
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his body.
relax.

John was given the suggestion to feel and see his muscles

The therapist then suggested that John get on an elevator with

him on the tenth floor of a building and while holding hands, would
see the lights of each floor as they went down, and after each floor,
they would both go into a more relaxed state.
He was given the suggestion that he would see a picture of
himself and also have a feeling imagery of himself gaining
self confidence and would see and feel his skills beginning
to increase. When that picture came into focus, he was told
to rai.se his right hand. After he raised his hand, it was
suggested that this picture would then go into his blood
cells and be carried into all parts of his body, so that the
picture would become real and a part of himself (Jampolsky
and Haight, 1975:335).
John was then ·asked to open his eyes and was given instructio11s on how
to use autosugge$tion, which consisted of imagining the same steps.
John was asked to practice this five minutes each night.
On the following day, John. was agai.n seen by the diagnostician,
who reported a radically different reading performance.
his performance in both speed and accuracy.

He had doubled

He read with enthusiasm,

looking ahead to make inferences from pictures about what was likely
to happen next.

His .:comprehension was excellent and his behavior had

changed radically,
In another study Jampolsky used a similar procedure with a
group of children, their parents, and teachers.

He suggested that t.he

children imagine themselves washing all the fear and failure from their
brains and reading successfully and enjoyably, and then actually fusing
and identifying with this new positive picture.

Similar suggestions

I

99
were given to parents and teachers.

The children made significant

gains in reading in comparison with a control group (1973).

rf - - - - - - -
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Rozman (1976) has discussed ways in which guided imagery
(which she calls meditation) can be used in the class=oom.

She feels

the prime objective of guided imagery is to instill an experience of
unity and balance between the inner subjective world and the outer
objective world so that the result is an increased ability to cope, to
understand, and to express.
guided imagery.

She gives some suggestions for successful

1:_____ _

First, the teacher himself must be in equilibrium.

He can then create a calming mood with restful music, incense, or
candlelight.

The children are instructed to take off their shoes and

enter into a group circle.

The teacher plans and structures the

imagery, but maintains spontaneity.

He gives suggestions in a smooth,

calm, relaxing yoice and, whenever possible, participates in the
experience.

No distractions are allowed and discipline is maintained

throughout.

After the guided imagery, the children are given the

opportunity to discuss their feelings and experiences.

This helps to

integrate the nonverbal images of the right hemisphere of the brair•
with the verbal constructs of the left.

(See Appendix G for another

example of a guided imagery.)
Dreams.

Some investigators feel that people are especially

susceptible to any fonn of suggestion during the period immedfately
preceding sleep.

This "twilight state" is characterized by certain

brain wave frequencies, bizarre, disjointed and potentially creative
imagery, a loosening of a reality-oriented frame of reference and a

~
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suspension of critical cognitive faculties (Schwartz and Shapiro, 1976).

E-_----'-~-:__:_:__ _

It has been demonstrated clinically and experimentally that the

-----
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administration of presleep suggestions to dream on a specific topic can
-

~nfluence

-- - -- ---

the content of nocturnal dreams (Walker and Johnson, 1975-76).

Shwartz and Shapiro (1976) report that there is a good deal of evidence
that learning can take place quite regularly during lighter sleep
stages, especially if the subject has been prepared to learn and
remember the material.

However, they point out that complex information

should not be presented because the information processing during
periods of light sleep is much different from that during an alert,
wakeful state.
One person who was interviewed described how a parent used
presleep suggestion with her learning disabled child.

The parent would

talk to the child several times while and after he fell asleep.

She

told her son to picture how much she loved him and to picture having
fun; then she asked him to imagine an upsetting or difficult situation,
visualizing himself being assertive, independent, and discovering how
to solve the problem or handle the situation.

Finally, she had him

picture the problem solved or himself accomplishing its solution.
There was an immediate positive response from the child.
later there was a sudden spurt in learning.

Three mouths

Presleep suggestion may be

an effective way for parents to help their learning disabled children.
Hendricks and Roberts(l977) have presented the following list
of ideas for using dreams in the classroom:

[1------ ,;_--
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1.

Remember dreams
Dream recall is aided by a number of things, but
probably most by suggestion ("Tonight I will
remember at least one dream • • • ") and by sharing
them.

2.

Share dreams with another person or a small group.

3.

Keep a dream diary or journal.

4.

Use dreams for writing projects.

5.

Use dreams for art projects.

6.

Act dreams out.

7.

Try to figure out what dreams symbols mean.

8.

Bring dreams to completion.

9.

Role-play the various parts of dreams.

10.

Work with the idea that all parts of the dream represent
different parts of the dreamer.

ll.

Paraphrase dreams.

12.

Relate dreams to the recent events of daily life.

13.

Use dreams to understand your inner needs, values,
emotions, desires, creative urges, conflicts.

14.

Look for themes in dreams.

15.

Look for guidance in dreams.
People often can receive answers to perplexing problems
by asking that an answer be revealed through their
dreams. Even complex mathematical problems have been
solved in dreams!

16.

Look for psychic phenomena in dre-.ams.

Summary

~---·- . - .- _ ~-::_-::_-=-:..:___-==::-_:_:___~_~_

The various relaxation and visualization techniques are
probably most effective when used in combination.

Relaxation and

visualization can be considered two facets of a process called centering.
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Centering helps people develop a pool of inner stillness that
facilitates appropriate action. To be centered is to have
the intellect and the intuition working in harmony. As we
begin to integrate our bodies and minds, we feel balanced and
more responsive to our environment" (Hendricks and Wills, 1975:5).

2-~--------_____:___:__:____::_

Children of different ages will respond differently to the
various techniques.

Therefore it is important to select the most

appropriate techniques for a particular group of children.

Most of

the techniques are relatively short and are fairly easily integrated
into the daily classroom routine.

AFFECTIVE .APPROACHES

i--

Confluent education. has pointed out the importance of feelings
and emotions in learning.

Often remedial education cannot be effective

until underlying e:not.ional issues are examined.

Traditional individual

psychotherapy has sometimes been used with learning disabled children,
with varying amotmts of success.

Newer methods have been developed for

both individual and classroom use.
Therapy, est, Gestalt, Transactional
Teacher Effectiveness Training.

These include Directive Family
.~;alysis,

Psychosynthesis, and

The last three approaches will only

be mentioned briefly.
Directive Family

Th~~

Hyperactivity can be viewed in an interpersonal context.
Friedland (1973) and Dahlin (1976), among others, feel that hyperactivity
develops as a defense against interactions with others, especially
adults.

Dahlin explains that the child with an overreactive nervous

system often experiences unsatisfying and ineffective interactions with
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adults.

This leads to inadequate attachment between the child and

others.

The hyperactive child has neither learned to accept parental

~-·

controls nor to use others for comfort; he learns avoidance rather
than approach behaviors.
Dahlin has developed a unique form of therapy--"Directive
Family Therapy"--that is based upon this concept of "defensive
hyperactivity."

The therapy takes place in the home with at least

one parent participating because of the importance of the family in
perpe.tuating and relieving the problem.
Directive Family The.rapy rests on the assumption that a child's
physical, personal, and social development proceeds from early
reflexive behavior through sensory-motor functioning to cognitive
functioning, ,..Comfort wi.th others, a!'ceptance of parental control, and
the beginning of self-control must be established at the sensori-motor
level, through physical limH-setting, before they can be facilitated
by verbal exchange.
The therapist begins by working with the child's resistance to
sustained physical contact.

The child sits on the therapist's lap,

facing her and holding her hands.
eye-contact, and attention.

This helps maintain closeness,

Because the chilci is not permitted to

leave the therapist's lap before he has fulfilled a requested beha-.rior,
control is maintained. * If the child struggles, the therapist holds him
. in a fetal-like position or turns him into a back-to-front position,
holding the child's arms crossed.

* The
masculine.
language.

This manner of holding gives a safe

masculine form is intended to include both feminine and
The masculine form is used to avoid extreme awkwardness of

n-
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setting in which the child can express his anger.

When the child's

resistance and anger toward physical contai.nment and closeness subside,
he begins to find pleasure in the contact and becomes ready to listen
and talk.
When the child is ready for verbal exchange, the therapist
requires the child to honestly describe specific incidents of disturbing
behavior at home or at school.

She encourages him to verbalize his

feelings about them, and helps him to take responsibility for his
behavior.

The therapist never repeats a question or request and

continues to hold the child on her lap until the child answers.
child soon learns to pay close attention.

The

The therapist helps the

child to find .more constructive ways to handle problem s.ituations and
~sks

him to pz:ornise one beneficial behavioral change during the

following week.

If the child keeps his agreement, he is rewarded with

a hug and praise, and therapy is ended for that day.

The therapist sets clear and specific expectations for behavioral
changes for the child.

Simultaneously, she models for the parents how

to set limits, maintain contact, and reward improved behavior.

The

gcal is to change the patterns of interaction between the parents and
·the child so that greater mutual attachment and bonding will develop.
As the parents establish clearer and firmer limits, the child can relax
and become part of a family that can cope with his behavior (Dahlin,
1976).

In a pilot study, Dahlin and others (unpublished-b) have reevalu,.
ated seventeen children and interviewed their parents to determine if the

B--------
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therapy had been helpful beyond the initial short-tenn results.
Eleven of the children showed a significant diminution of hyperactivity
and associated symptoms.

Five showed some sustained improvements, and

one showed no prolonged improvement.

The degree of sustained

improvement greatly depended on the parents' ability to learn and use
new ways of handling their children.

The improvements in the children's

behavior were also accompanied by improvements in marital and other
family relationships.

Seven out of nine children, whose school

performances-were also evaluated, showed improved academic performance
and behavior.

The other two children improved academically but still

had intermittent behavior problems, probably related to instability in
the home.
Dahlin (1976) describes a case study that demonstrates the
process of directive family therapy.

Mike, aged eight years, had been

expelled froN school and was in trouble with juvenile authorities.
was very disruptive and had made almost no progress academically.

He
The

therapist found that all of Mike's relat:f.onships were severely strained.
The mother, in desperation, had taken Mike to his father, from whom
she was divorced.
At the first session, the therapist asked Mike to sit on her
lap and began to ask him about his new living arrangements.

As the

questions touched on painful issues Mike began to fight the situation.
He generated endless schemes to escape. the therapist, but she gave in
to none of his attempts at manipulation.

After three hours, the

struggle subsided and Mike became more affectionate and talkative.
Afterwards he began to make contact with others.

Mike gradually became
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calmer as therapy continued; he brought his academic work nearly to
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grade level, although an occasional behavior problem occurred.
Dahlin describes how therapy proceeded with another child who
had a reading problem.

She simply had him read a paragraph, not giving

in to tantrums, stomach aches, and other "games."

Every week he read

the paragraph more rapidly and after three or four weeks his teacher
called to say that his reading had suddenly improved.
In directive family therapy., the therapist also makes use of
some of the relaxation techniques previously discussed, particularly
breathirig exercises and
incorporate

dan~e

massa~~.

Eventually, Dahlin hopes to

and movement as part of the total approach.

Gestalt Awareness Training
GestaLt awar,;ness traiuing is a Lheory and approach to personal
growth first developed by Fritz and Laura Perls.

Gestalt is a German

word meaning "configuration, structure, theme, structural relationship

..•

or meaningful organized whole" (Perls and others, 195l:ix).

In

the psychological sense, Gestalt refers to wholeness and completion of
self and of interactions with the environment.
The formation of complete and comprehensive Gestalten is
the condition of mental health and growth. Only the completed
Gestalt can be organized as an automatically functioning unit
(reflex) in the total organism. Any incomplete Gestalt
represents an "unfinished situation" that clamors for attention
and interferes with the formati.on of any novel, vital Gestalt.
Instead of growth and development we then find stagne.tion and
regression (Perls and others, 195l:ix).
"Gestalt formation always acc.ompanies awareness" (perls and
others, 195l:ix).

Awareness means being conscious of one's energy as
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and where it flows and having action accessible to consciousness rather
than happening mechanically.

The goal of Gestalt awareness training

'
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is to leam to use awareness to develop responsibility for one 1 s own
acts, thoughts, and feelings.
Castillo (1971) has described some of the Gestalt awareness
techniques she applied in a first grade classroom.
a body awareness exercise.

One technique is

The children lie down on the floor and rub

various parts of their bodies._ The entire body is experienced through
touch, guided by pertinent directions arid questions, such as "Put your
fingertips over your eyes.
--your eyes underneath.
like?

Feel the eyeball move undemeath by moving

What does the skin on top of your eyes feel

Soft, rough, smooth, bumpy' (Brown, 1971:135)?
A second exercise uses blindfolds to experience touch and

sounds more intensely.

This can be done by passing objects around a

circle or by having one "sighted" student lead a blindfolded child to
touch objects.

The children might then wrHe stories about their

experiences.
One of the major goals of Gestalt awareness training is to
help the child become aware of 'O<hat he is doing and feeling at any
given moment, and to become aware of others, for the purpose of
dealing effectively with any situation in which he may find himself.
The hot seat technique is useful for this.
Goodman and Timko (1976) have reported on the successful use
of the "hot se.at" technique to reduce aggressive behavior, which was
hindering instruction in a fourth grade classroom.

This technique

-----
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proceeded in the following way: Two chairs were placed facing each

~
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other, adjacent to the teacher's desk.

When a fight or argument

ensued, the teacher immediately intervened and one child was instructed
to sit in one of the chairs, the "hot seat."

This child then pretended

that the student with whom he had had the altercation was sitting in
the other chair.

He could tell this imaginary adversary anything he

wanted, but was encouraged to emphasize the way he felt at the moment
the incident occurred.

The child then moved to the other chair,
l

assumed the role of the adversary, and spoke as he thought the other
child had felt.

The second child t.hen went through the same process.

Finally both children sat facing each other and said anything they
chose.
process.

The other students in the classroom observed this entire
The teacher provided instructions and support and signaled

times for role·changes.

She encouraged the students to realize that

anger is permis:;;ible, that there are socially acceptable alternatives
to fighting for expressing anger, and that everyone can choose whether
or not to be angr.f.
Students, when placed in "hot seats" facing each other, were
gradually able to solve problems rationally, to develop clear
communication, and to become closer friends.

This process of

confrontation diffused into other areas and, after three months, the
need for using the hot seat diminished from three times a day to three
times a week.

The est training is an "educational experience which creates an

..
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opportunity for people to realize their potential to transform the.
quality of their lives" (est, 1977).

I t is a composite of various

~--------

techniques, including lecture, guided fantasy, relaxation, and personal
testimony, put together in a system that emphasizes personal responsibility and personal creation of one's life events.

The focus of control

is moved from outside to inside the self (Tupin, 1977).
~

is not so much a philosophical point of view as it is a
I

personal experience.

r::··-

"The nature of this. experience is such that

those who have it invariably assume greater responsibility for the
condition of their lives" (Wallace and Fuller, 1975:2).

There are,

however, certain principles, or insights, implicit in the est experience
that are applicable to education.

The first is that all students are

capable, but many set up barriers that interfere with learning.

When

these barriers are "worked through," learning can proceed rapidly.
A second insight is that students are responsible for their
own learning.

The role of the teacher is to assist the students in

discovering their own abilities and realizing their individual
potentials.

In order for this to happen, classrooms need to be "safe"

places, where students can risk error and participate without fear of
censure.

This means a teacher must be accepting and nonjudgmental.
There are certain tools that help a child take responsibility,

work through barriers, and feel safe.
for the child.

One tool is to provide choices

This brings the likes and dislikes of the child to

conscious awareness and helps make the learning the child's own.
Making agreements is another important tool that facilitates
responsible learnin.g.

In the est training, the students are asked to

--~------
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agree to a rather large set of rules.

These rules tend to create an

environment of orderliness and trust that allows the children to take
certain risks.

In the classroom situation, children and teachers make

agreements to perform specific tasks or refrain from certain behaviors.
Consequences for keeping and breaking agreements are agreed upon ahead
of time.
A third tool is acknowledgement.

The child is always acknowl,-,

edged when he keeps an agreement; other achievements are acknowledged
as well.
A fourth tool is helping the child become aware of personal
patte~~

of behavior and how these enhance or interfere with learning

or relationships.

The child can be led to see the precedents and

consequences of. his acti.ons and how to change them positively.
~

has been involved in education i.n three ways: classroom

training, educator workshops, and individual training for teachers
(Wallace and Fuller, 1975).

The effects of training in two classrooms

in elementary school have been studied.

The first children's training

was for a fifth grade class in Watts, the second for a combined
seconrl-third grade in a suburban school.

The activities of the

~

training for children, like those of the adult training, were designed
to foster understanding that "each human being has a self whose nature
is to be responsible, to communicate and to participate," and that
"principally through fear • • • we block our experience of this self"
(Wallace and Fuller, 1975:7}.

At the beginning of the training ground rules governing

,;-
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communication and participation procedures were presented and agreed
upon by all the children.

The children were given the responsibi.lity

for their own behavior at all times.
and breaking

agreement~

The choice of making, keeping,

was always theirs.

The est activities

included awareness activities, didactic materials, participative games,
individual sharing and discussions.

One idea to which the children

were introduced was the notion of an "act," "a pattern of behavior
chosen by a person which interferes with clear communication,
participation and the experience of self" (Wallace and Fuller, 1975:9).
Such patterns of behavior as bullying, silliness, and helplessness are
examples of "acts."
Informal observations by teachers,

administrator~

and parents

attest to gains in responsibility, participation, and communication on
the part of the children.

Formal evaluations remain inconclusive.

The principal of the Watts school reported that the children tended
now to resolve their disagreements orally rather than by fighting,
their attendance improved, and they became more productive and creative.
Teachers at the suburban school noted less resistance, better communication, more purposefulness, greater responsibility, and honesty among
~-trained

children.

Reactions from parents were mixed.

Some saw

greater freedom and responsibility in their children; others thought
their children were rude and difficult to handle after the training.
est has also been involved in education through educator
workshops.

These provide an opportunity for

~~..Jo-trained

teachers to

share ways in which they have adapted their i l l experiences to
education.

The present workshops are organized around six themes:
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creating a safe place, being responsible and choosing, making and
keeping agreements, being "on purpose" in the classroom, participating
and sharing, and giving and receiving acknowledgment (Wallace and
Fuller, 1975).

.Although there have been no studies on the educator

workshops, the benefits may be similar to the benefits of
training, which have been studied.

the~

In 1974, Ornstein and others

conducted an exhaustive survey of 10.5 per cent of

the~

graduates.

Strong positive changes in health and well-being were reported.
Respondents reported most changes in: general physical
health; mental health; missing work due to illness, headache
and migraine; hypertension; sleep difficulties; drug usages
• • • alcohol consumption; energy level; satisfaction with
work; relationships with significant others; meaningfulness
of life • •
(Ornstein and Swencionis, 1976).
~

training for individual teachers may bring about any of

the above results and when a number of teachers at the same school
t:ake the est training, relationships among school personnel can be
enhanced.

~nen

groups of teachers have taken the est training, one

of the most common observations after the trair,ing is increased
communication. among the school staff and between teachers and students
(Wallace and Fuller, 1975).
Teachers in some schools, after receiving est training,
developed their own training programs for their students.

After one

such training experience involving the entire school, the director of
the school described the school as transformed:

;c::-----------·--
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That kind of mutual respect, trust, and willingness to accept
what is, now pervades the school. Each of us takes responsibility for our experience of the school; blaming others has
virtually disappeared. When it does show up, its transparency
is immediately recognized. Just that step has transformed the
school. • • • That leaves us free to do what we are all there
to do--re-experience our natural excitement for learning
(Fuller and Wallace, 1975:36).

·r· ____
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Psychosynthesis
Three additional affective approaches--Psychosynthesis,
Transactional Analysis (TA), and Teacher Effectiveness Training (T.E.T.)
L------

will be considered briefly.

Psychosynthesis has been defined by
'
'

Cirinei (1970:i) as

'

• • • a psychological and educational approach for
recognizing and harmonizing the many, often conflicting
ele.ments of our inner lives. It is a developmental proc.ess
based on a positive conception of man within an evolving
universA. ,StArUng with IO!Scb p~.rson 1 s existentj.al s:!.tuati.on
as he perci!i\,es it, personal growth is organized into a
process aiming at the integration of personality ·and the
emergence of an effective unifying center of being and
awareness, the Self.
Some of the basic concepts of psychosynthesis include the
realization that each person is growing and developing latent
potentialities, that each person has the responsibility for making
choices and decisions and needs to be aware of the motivations which
determine the choices and decisions.

The meaning the person gives to

life and looks for in life and the function of will are of central
importance (Taylor, 1970).
Psychosynthesis makes use of a wide variety of verbal and nonverbal techniques.

One which may be particularly applicable to children
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with learning disabilities is the following technique for developing
the will, of which psychosynthesis recognizes several stages--purpose,
deliberation, -decision, af£irmation, planning, and execution.

~---

The

student, having placed himself in a relaxed position, is invited to
consider the various consequences in his life that have occurred or
may occur in the future as a result of his inadequate will.
'~---

He concentrates upon the feeling which this introspection
allows and pictures to himself as vividly as possible the
advantages that training of the will can bring and experiences fully the feelings aroused by-concentrating on these
advantages. He visualizes himself taking a specific action
with concentrated effort. The patient is urged to work in
silence to avoid dissipating the energies he needs for
action (Taylor, 1970:10).
Transactional Analysis
Transaqtional Analysis. {TA) is an approach to psychotherapy
developed by Eric Berne.

It is a method of examining units of social

intercourse, called transactions, wherein '"I do something to you and
you do something back' and determining which part of the multiplenatured individual is 'coming on'" (Harris, 1969:34-35).

These parts,

which exist in all people, are labeled "Parent," "Adult," and "Child."
'·

TA provides a tool for the individual to understand how he relates to
people

a~d

how he can interact more effectively.

TA has found its way into the classroom largely through the
books TA for

Kid~

and TA for Tots by Freed (1971, 1973).

explain the basic princ:i.ples of TA in simplified form.

These books
They also

include a variety of games and exercises aimed at group problem solving
and enhancing communication.

;=o---
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Ernst (1971) used TA with a group of learning disabled high
school students.

After this group had e».'"Perienced TA, there was

• • • an impressive reduction in the number of visits to
the dean's office and an equally impressive increase in the
overall g.p.a. of these "E.H." students. At the end of one
year, 90% of the students showed at least two years progress
in academic achievement. Furthermore, "it was fun" (Ernst,

1971:213).
Teacher Effectiveness Training
Teacher-Effectiveness Training (T.E.T.) describes affective
methods designed to make teaching and learning more effective and
simultaneously reduce classroom conflicts.

T.E.T. proposes that

effective teaching depends upon establishing a relationship with
students in which teacher and students respect each other.
cation skills are of primary importance.

Communi-

The goal of T.)l:.T. is to

allow students to take responsibility for solving their own problems
(Gordon, 1974).
T.E.T. proposes that the relationship between a teacher and a
student is gpod when each is open, direct, and honest; when each cares
for and knows he. is valued by the other; when each is allowed to grow
and develop his uniqueness; and when neither person's needs are met at
the expetJ.se of tl1e other 1 s needs.
A teacher can become an effective helping agent by communicating
genuine acceptance.

The most effective way to communicate acceptance,

according to Gordon, is through "active listening," "a way of responding
so that the listener-feeds back or 'reflects back' messages of the
sender" (Gordon, 1974:9).

This requires first "decoding" the student's

r
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message; that is, interpreting the real meaning of what the student is
saying.

I""

The results of the decoding are then fed back to the student.

T.E.T. offers a variety of other suggestions for dealing wi.th problems
of both students and teachers.
Summary

A variety of methods for dealing with children's feelings
related to their personal and social growth and their learning have
been discussed.

These approaches have in common an emphasis on

personal responsibility and communication.

They all make use of both

verbal and nonverbal techniques in order to promote a balanced and
integrated personality.
DANCE AND KUSIC TP..ERAPY

The creati.ve arts therapies--dance, music, art, and drama-make use of creative and artistic activities to promote psychological
well-being, and to enhance learning.

Although the creative arts

therapies have been used primarily with emotionally disturbed patients,
they are beginning to be used with learning disabled children as well.
Dance and music therapy, in particular, are being used more and more

.extensively

to enhance learning. *

Dance and music therapy can be considered expansions of
perceptual-motor training.

The techniques of both are similar.

Dance

t\ __ -

and music therapy, however, are based on concepts from humanistic
-~=

* Drama and art therapy can also assist learning disabled
children, but will not be considered in this paper because of the
limited amount of literature available at this time.
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psychology and the theory of hemispheric functioning, rather than on
~--

concepts from a developmental model.

Emphasis on creativity and personal

b- __

'

____:c _ _ _
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expression come from humanistic psychology; and emphasis on nonverbal
learning comes from hemispheric functioning theory.
are intimately linked.

Dance and music

Most therapists make use of both to some degree,

while focusing major attention on one or the other.

A discussion of

the inherent characteristics, purposes, and the goals of dance and music
therapy together will be followed by a review of research.
Dance therapy is defined as the."psychotherapeutic use of
movement as a process which furthers the emotional and physical
integration of the individual" (American Dance Therapy Association,

1974).

Rather than concentrating on the development of dance skills,

the therapist considers adaptive, expressive, and communicative behaviors
in. treatment, with the goal of integrating these behaviors with
psychological or cognitive aspects of the person.
Nusic therapy has been defined by Dolan {1973:173) as "the
sd.entific, functional application of music by a therapist who is
seeking specific changes in an individual 1 s behavior."
skills are not of primary importance.

Again, music

The musi.c. therapist is concerned

with the development of an indiv1.<lual 1 s motor, psychological, social,
and educational skills.
Certain inherent characteris•ics of dance and music make them
effective therapeutic and learning tools (Dolan, 1973; Gaston, 1968;
Mason, 1974).

Dance and music are both universal human experiences

that are pleasurable and energizing.

They are means of self-expression

and mastery, vital elements of every child's life.

Music and dance

i- - r-

-
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allow for the communication of moods, feelings, and attitudes on a
nonverbal level.
negative emotions.

They also serve as an acceptable release of pent-up

I

~
~-------

Throughout the ages, people have expressed

themselves through music and movement, in ceremony, ritual, and "rites
of passage."
Music and dance, especially when used together, are multisensory and integrative in nature.

They engage visual, auditory, and

motor input and output, and they affect mind, body, and emotions.
Music and dance stimulate the imagination while also evoking an
interest in knowing, understanding, and remembering the melodies,
rhythms, and movements.

The body reacts instinctively to rhythm.

Musi.c can arouse emotions, which can be expressed through the body.
Gaston (1968:27) states that music (and dance can be included) ''provides
a _ge$·talt of sensory, motor, emotional, and social components."
Dance and music therapy furnish a nonthreatening, non-punishing,
non-judging social environment that tends to promote feelings of
belonging and good will.

People are drawn together ·in. an intimate,

cooperative function where they can share feelings and emotions through
common participation.
Probably the most significant common element of dance and music
is rhythm.

Rhythm is the chief factor in the organization of music and

makes dance possible.

It is the major energizer, "the primitive,

drawing force," furnishing "a non-verbal persuasion not only to act,
but to act together" (Gaston, 1968:19).

Kallan (1972:68) sees rhythm

"--- - - - - - ------------------- -

as the "cohesive quality that builds the bridge between perceptual
processing."

Kephart feels that rhythm is particularly important for

"'-
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organizing and classifying auditory stimuli (Rejto, 1973).

Recent

research shows a correlation of rhythmic patterns of body movements
in infants with cadences of language they hear (Condon, 1974).

This

correlation is not present in infants with certain kinds of problems,

- - -----------~~---~

such as autism and deafness.
The purposes and goals of both dance and music therapy are
similar.

They include enhancing and improving nonverbal communication,

interpersonal relationships, behavior, self-expression, a variety of
perceptual-motor and cognitive skills, sensory integratj.on, and self

i-- ------------

esteem (American Dance Therapy Association, 1971, 1974; Dolan, 1973;

!

Kaslow, 1972; Mason, 1974).
Enhancement of nonverbal communication is the first goal of
dance and nmsic therapy.

Communication refers to any exchange of

feelings, ideas, or information between two or more people.

Verbal

language, the symbolic transformation of experience, is a major vehicle
of communication.

There are other, "nonverbal" forms of symbolic

communication that can be equally useful.
tone, facial expression, and posture.

These include gesture, voice

Dance, which is symbolic

movement, and music, which is symbolic sound, also communicate meaning.
A prime area of dysfunction in learning disabled children is verbal
language; dance and music afford alternative modes for understanding
ideas and feelings.

Through dance and music, by imitating each other's

movements and sounds, children can learn to interpret the messages of
"--------~

sounds and body movements.

They can learn how to send effective

nonverbal messages and how to reflect these messages in movement and
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in words.

According to one dance therapist:

Movement can be used as a shared language between "speaker"
and "listener." It can recognize and promote the more natural
and communicative use of bodily expression and help establish
meaningful interpersonal relationships, out of which nonverbal
and vocal communication can grow into meaningful language
reflecting harmony of both mind and body (Ehrenreich, unpublished).
Interpersonal relationships and group cohesiveness are enhanced
through nonverbal communication and through group activities.
the second goal of dance and music therapy.

This is

Group music and dance

help to bring about feelings of belonging and togetherness.

Many

activities, such as rhythm orchestras, marchj.ng, and singing, require
that each participant accept responsibility for his own actions and
cooperate with all members of the group.
Participation in group activities demands certain social skills.
A third goal of dance and music therapy is to improve behavior.
and movement help the children focus attention.

Music

They help calm the

excited child, energize the lethargic child, and awaken new interest
areas and new interest in activity and learning.

They can also awaken

a dormant sense of rhythm and harmony and kindle a sense of spontaneity,
creativity, and initiative.
~

fourth goal of dance and music therapy is the personal

expression of feelings, attitudes and experiences, which can lead to
personal insight and growth.

All movement, acc.ording to Schmais and

1Yhite (1970: 3),
• • • is reflective of both intrapsychic dynamics and one's
socially evolved mode of relating. The dance therapist, therefore, deals with personality as it is made manifest in the
movement behavior ~~d attempts to make changes at this level.

r-:
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A fifth goal of dance and music therapy ·is to develop motor,
tj

perceptual, and cognitive skills and concepts.

One of the most

b_ _______·_
-- --
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fundamental concepts that can be developed through movement and music
is body image.

This refers to "a three-dimensional image formed from

the tactile, visual, and kinesthetic receptors, resulting from both
internal and external stimuli" (Leventhal, 1974:44).

Body image is

important for the development of spatial skills and self concept.
Through movement, children can learn the awareness that their bodies
are made up of many parts that can move together or separately and
that occupy particular positions in space.

Music is particularly

useful for cl.eYeloping auditory discrimination and memory.

Dance is

helpful for increasing motor coordination, flexibility, coordination
and strength.
Integration of eJ>-periences is a sixth goal of dance and music
therapy.

Leventhal (1974:42) feels that "}Iovement is at the core of

synthesizing and integrating inner and outer stimuli."

By combining

body movements, feelings, and verbal ideas, dance and music can bridge.
the two modes of consciousness governed by the two hemispheres of the
brain.
Alperson (1974) describes a sequence of activities she uses to
promote integration of movement, imagery, and verbalization.

She

first relaxes the children to increase their energy flow and receptivity
to kinesthetic experiences, images, and thoughts.

The children then

transform their internal experiencing into movement and explore
different ways of moving.

By moving in relation to others, the children

--- --
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can learn about ;their own and others' movement styles.
imagery is explored through movement.

Next emergent

These movement experiences are

l:::_

followed by spontaneous verbalizations.
Verbalization that is congruent with one's felt experience
can help validate our experience in the presence of others,
clarify ambivalent reactions toward them and assist us in
claiming our feelings and reactions as our own (Alperson,

1974:165).
The final goal of dance and musfc therapy is to build selfesteem by providing successful and pleasurable learning experiences in
a relaxed setting.

Mastery is easily achieved in dance and music

therapy because almost anything that is not disruptive is acceptable.
A wide variety of techniques are used to implement the purposes
and goals of dance and music therapy.

These techniques are balanced

between structured and creative activities.

Most therapists try to

isolate a spontaneous mood, feeling, energy level, or movement; they
then expand and develop this in order to increase the range of movement,
or musical production, and personality and to attain specifi.c
educational objectives.

In dance therapy, props, such as hoops,

scarves, puppets, and jump ropes, are useful for focusing the attention
of the children and enriching their involvement in the activities.

In

music therapy, a variety of percus.sion instruments serve· the same
purpose.

(See Appendix H for a discussion of

son~

typical dance and

music therapy sessions.)
w-

There has been little research on the use of music and dance
therapy with learning disabled children.

A few descriptive studies
~-

will be discussed.
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Steele (.1975) conducted a three year study of a music therapy
r=-

program in a resider>tial treatment center for behaviorally deviant
youngsters.

Both administrative and psychological personnel judged

the program to be "successful" on the basis of student response,
participation, performance, and behavior change.

A high percentage of

productive, on-task behavior among" the students was observed.

Some of

the elements that were thought to influence success were the systematic
and consistent response of the therapist, frequent nonverbal responses
for appropriate behaviors, announcements of the sequence of events,
rules about behavior, fast tempo, and opportunities for student
involvement in planning.
Hurw.itz and his associates (1975) studied the effects of the
Kodaly Music Curriculum, a form of music education.
techniques are employed by music therapists.

Many of its

The training is based

on a carefully organized sequential curriculum in which folk songs are
used to teach the basics of musi.c.

Signs, games, clapping, and singing

are some of the elements of the program.
In Hungary, where the Kodaly system originated and is widely
used, teachers noted that normal students receiving daily Kodaly music
instruction performed better in reading and arithmetic and had more
efficient study habits than those receiving less intensive music
education.

Hurwitz and his associates (1975) designed a study to test

the Kodaly method of music instruction on sequencing skills, spatial
abilities, and academic achievement of normal school children.

The

results indicated that the. music group performed better on temporal and

'
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spatial tasks as well as on reading tests in comparison to control

~
F
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groups.
Humphrey (1974) describes bow he uses creative movement to
teach reading.
developed.
movement

Listening and verbal comprehension skills are first

The children listen to a recorded story and engage in

experie.~ces

that demonstrate their understanding of and

reaction to the story.

Gradually, the children begin to read the

story along with the t.eacher.

Humphrey says that the children's

r-:
~--------

responses have been enthusiastic and creative.

i=-------

Robins and Robins (1972) have summarized a number of studies
on Educational Rhythmics, a method that uses the rhythmic aspects of
music and dance systematically to help mentally and physically
handicapped children master everyday activities.

One researcher

noticed significant differences in motor performance, includi.ng
increased balance and coordination of body movements.

Increased

alertness, relaxation, and general willingness were also noted.

-

--

---

Another study reported increased ability to name colors, tell time,
recognize body parts, maintain attention, imitate, and perform in a
group.
A significant aspect of one project was a stimulation of selfinitiated learning.

For example, after coun.ting exercises were

introduced, the children began writing numerals on paper and on the
blackboard and began pointing to and naming numerals in the room for
r-;~~-----r=~-

the first time.

The P.cbins concluded from their review:
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Although improvements made by the experimental groups were not
statistically significant in all categories, it was shown that
selected exercises could be used to increase familiarity with
a specific area and thereby reinforce the academic program
(Robins and Robins, 1972:107).
The following case studies give further support to the benefits
of music and dance therapy.

Paul was a ten-year-old boy with speech

problems, low tolerance for stress, and low self-esteem.

He was

failing in school, refused to study, and had to be withdrawn from
social activities.

After enthusiastically learning tasks introduced

in music therapy, he gradually became interested in other activities,
'
I

such as math, Spanish, geography, and English.
friends and joined a baseball team.

He also made new

!

His behavior at home improved

noticeably (de Obaldia and Best, 1971).
Tina . was an eight-year-old girl with severe learning
disabilities.

In two years of movement therapy, she had made steady

growth and progress in all areas of movement and learni.ng.
however, remained a problem area.

Handwriting,

In movement therapy, Tina was able

to move her body in a fluid, coptrolled manner, then switch to a
floppy, out-of-control kind of movement.

The teacher decided to apply

this principle of control-no control to Tina's handwriting.

She asked

Tina to ¥rite without control, as she had moved her body in movement
therapy, and then with control, just as she did in movement.

"For

the first time the child displayed neat, controlled, appropriate
writing.
46).

She no longer has a messy writing problem" (Leventhal, 1974:

She had internalized a concept through movement and, with

guidance from the teacher, generalized it to a cognitive task.

------------
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Salus and Schanberg (1971:42), dance therapists, describe a class
of learning disabled children that benefited from dance and music:
Many of the children in the class become accustomed to the
movements which they learn through repetition, and they enjoy
them for the sake of having learned a movement and the satisfaction that this gives them in accomplishment. They also enjoy
it for its own sake and for the exhilaration they receive from
galloping through space, or learning to skip, or learning a
simple bow or curtsy. As they explore movement, they develop
·important physical skills of balance and body coordination. •
As they gain better control c.f their bodies, they experience
the fun of using them as a means of e1<!>ression and cotrlllunication.
Dance and music therapy are relatively new fields and their
applications to learning disabilities are largely experimental.
Nevertheless, they offer many new possibilities for helping learning
disabled children, and deserve further exploration.
SUMMARY

This chapter has presented some alternative ways to help
chi.ldren with learning disabilities.

Although all of them can be

beneficial and some have achieved some rather dramatic results, none
is a panacea.

The best results will probably occur when several

methods are comhined.

It i.s important to use methods that the child,

teacher,.and parents feel comfortable with.

The enthusiasm the teacher

and child bring to any approach is essential to success.
Several research needs have emerged from these approaches as
this discussion suggests.

First, there is need for more studies to

document the value and potential of these approaches for learning
disabled children.

Second, there is a need to appra:!.se the effectiveness

r---------
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of combining different methods.

Third, it will be important to specify
r:----------

how these methods can be used in the classroom and how teachers can

'

obtain the necessary training to use them effectively.

~'-----

Finally, as

Leitch (1973:41) points out:
A major challenge for research in learning disabilities is to
generate evidence of the validity of a wide range of teaching
strategies with clear indications of the conditions under which
they are best used, for which student, and by which teachers.

----

----
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Chapter 6

SUNMARY AND DISCUSSION
This paper has examined traditional and emerging models and
approaches in overcoming learning disabilities.

Each makes important

contributions, but none alone can meet the total needs of the learning
disabled child.

This chapter will discuss the contributions and

limitations of the various models and approaches presented, and a
composite, holistic model will be proposed and its implications
considered.
Each of the four traditional models has made important
contributions. ,t.o the field of learning disabilities, but each has
certain limitations.

The medical mod.el has made an important contribu-

tion by identifying a definite disorder, separate from mental
retardation, emotional disturbance, and sensory deficit.

Medicine has

also contributed important hypotheses about the etiology and possible
prevention of learning disabilities.

According to Bateman (1967:215),

"The ultimar:e hope of the field with respect to prevention and
scientific treatment probably lies in more definitive knowledge of the
cause.s of learning problems."

Finally, medicine has developed a

neurological framework for diagnosis and educational planning.

Medical

professionals can play an important role in the early identification of
learning disabilities and in the delineation of specific subjects, or
types, of learning disabilities.
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The medical model is limited in the sense that it focuses on
the body as essentially separate from mind and emotions.

L:_

Medical

treatment of the learning disabled child seeks to modify the internal
chemical environment of the child, and by doing so, to modify the
child's external behavior.

.

The child's psychological, social, and

educational development are not always considered.

Similarly, the

influence of the external environment, which includes nutrients,
airborne chemicals, light, and the social milieu, is deemphasized.
r---- - ---- -

The educational model has made important contributions to the

! --------

delineation of specific disabilities in perceptual, integratlve,
symbolic, and expressive functions that are reflected in presenting
academic or behavioral difficulties.
remedial tools have been devised.

A wide variety of diagnostic and

On the basis of an appropriate

·educational diagnosis, the educator designs individualized educational
programs that directly assist the child in the areas of immediate
difficulty.
The major limitation of the educational model is a tendency

..

to "fractionate" the child into a series of discrete disabilities;
Mann and Phillips (1967:311) criticize some of the proponents of the

educational model for:
• • their often facile extrapolation of unsettled and
controversial experimental and t.heoretical.issues into
educational and clinical dicta and practice; their establishment of techniques of uncertain and, at best, limited validity
as prime diagnostic and treatment instruments; their seeming
disregard of the handicapped child as a unitary, though
complex, organism; their approach to him as a collection of
discrete and isolated functions.

L_: _ _ _ _ __

r;
~----_-

------'

130
This type of approach leads to a deemphasis on affective and physical

p

~
r-;·-

development and the ways they influence learning.

How children view

1

~--------- ::_____::__

themselves, their values, their interests, and other emotional and
social i.ssues wi.ll -affect thei.r reaction to any interv<>.ntion program.
W'nile most teachers do seek to establish rapport with and understanding
of their students, they do not always have effective tools to deal
systemati-cally with the children's feelings in the classroom.
Similarly, the children's physical well-being can strongly affect
their motivation, energy-level, and attitude.

Finally, nonverbal

aspects of learning and development, such as fantasy, images, dance,
and musi.c, receive little attention.
The developmental model has contributed an important perspective
for viewing learning disabilities.

The developmental point of view

emphasizes the .teaching of a curriculum adapteci to a child's changing
levels of cognition and learning abilities, as well as teaching methods
that are in accord with the child's natural way of interacti.ng with
the environment (Frostig and Maslow, 1973).
The limitation of this model is that most learning problems
are ascribed to a single cause--an interruption or delay in development.
Myers and Hammill (1969:92) suggest that the perceptual-motor approaches,
which derive from the developmental model,
• • • basically are attempts to unify in one framework
the physiological and perceptual development of the child
but are inadequate to the task of describing disorders of
learning which are related to and involve language and thought.
Developmental theorists do not consider that learning disabled children

- - ----
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may develop differently rather than more slowly and may, therefore,
have needs very different from children who are not learning disabled.

'o:;: _ _ _ _ _ _
'--"'

The behavioral model makes its contribution by focusing on the
child as a "learner."
be enhanced.

It specifies how learning occurs and how it can

The behaviorists have developed a theory of instruction

as well as extensive and detailed methods for teaching or modifying
academic skills and behavior.

They have also developed useful methods

-

for evaluating teaching and learning processes.
The behavioral model is limited in its emphasis on external
explanations of learning and on its focus on output rather than input.
The intrinsic contributions of the child to his own learning process,
in the form of- motivation and choice-making, are not usually considered
by the behaviorist.

Teaching becomes a process of varying external

consequences rather than changing the mode of input to meet the child's
needs.

This makes it more teacher-centered than child-centered.

In

addition, little emphasis is given to the child's social-emotional needs.
Further limitations of the traditional models inhere in their
research methodology and the effectiveness of their intervention
approaches.

The traditional models rely, for the most part, on a

common empirical method of investigation in order to test their theories.
This method may be ill-suited to the field of learning disabilities.
Behavioral research is based on a model developed for the physical
sciences, which cultivate prescriptive methodology.

According to its
,..;

canons, all exper:f.mental procedures must be isolated, controllable,
repeatable, and above all, objective.

This consequently excludes

subjective phenomena and problems of relationships between objective

~
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and subjective factors in mental activity (Langer, 1967).
Child (1973) has listed some of the advantages and disadvantages
of the empirical approach.

The first advantage is the emphasis on

objectivity in definition and measurement, which facilitates the
replication and sharing of results.
from empirical study is precise.

Secondly, the information derived

Finally, it contains and sustains

the tradition of obtaining verifiable knowledge, so that one can ·check
conjectures as true or false.
Child also lists some limitations of the empirical approach.
It restricts the topics of inquiry to those that can be most directly
studied by the most precise and objective methods.

This of course

excludes a wide range of topics of concern to learning disability
professionals.

Child also feels that empiricists are overly concerned

with the relation between cause and effect and that they exclude
experience and awareness.
Ausubel and Sullivan (1970) have described some of the
difficulties in obtaining good objective evidence related to child
development.

These include difficulty idel:'.tifying the relevant

variables, keeping some factors constant while varying others,
obtaining reliable and valid measures of behavior or conscious
processes, finding a representative sample of the population, maintaining experimental controls over long periods of time, measuring the
change and rate of change, and comparing performances of different age
groups.

They state, in an evaluation of these research difficulties:

---------------
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The least connnon denominators making for research difficulty
are the variability and complexity of human beings. Because
of these factors it is difficult to identify and control
relevant variables, to construct reliable and valid measuring
instruments, and to obtain representative and statistically
significant findings (Ausubel and Sullivan, 1970:139).
Langer (1967:41) describes what she considers:
• • • the central failing of all the perfected sciences of
.mind and conduct: the actual machinery that their sponsors and
pioneers have rented does not work when their "conceptualized ·
phenomena" are fed into it.
Langer goes on to say that investigations in social psychology cannot
be conducted wi.thout including references to the experiences of
persons--their ideas, feelings, and intentions.
A final limitation of all the traditional models is that the
intervention procedures that derive from them do not meet all the needs
of learning disabled children.

The research reviewed in Chapter 3

shows that traditional intervention efforts may not result in permanent
improvements, may not generalize to other areas of learning, or may
·affect some aspects of the problem and not others.

Many learning

disabled children, then, are receiving incomplete assistance.
The emerging models and approaches tend to expand upon the
traditio~al

models and approaches.

In the field of medicine, the

holistic approach views health and disease in.a broader perspective
than the traditional medical model; the influence of the total physical,
emotional, and social environment is. considered.

The holistic health

model presents new hypotheses about the etiology of learning disorders
and offers some new intervention methods combining nutrition, relaxation,
and visualization.

·-> - - - - - - -- - - -- - --
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Confluent education expands the concepts and methods of
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education with its emphasis on the role of feelings in learning and
learning disabilities.

It deals not only with the cognitive aspects

but also with the emotional aspects of learning.

Techniques treating

feelings related to learning and peer relationships can enhance both
learning and behavior.
Humanistic psychology includes many of the aspects of learning
and behavior not considered by behavioral and developmental theorists.
The humanistic educator fosters equally children's academic learning
and their perceptions of themselves as ind:l.viduals and as important
members of their social group in.the classroom.

Humanists view

learning disabilities as unused potential rather than.as deficit.

They

assist children in unfolding potential abilities and foster an
understanding that the children are responsible for their own.learning
and behavior.

The humanistic model has influenced many emerging

approaches in treating learning disabilities, particularly affective
techniques and dance and music therapy.
The hemispheric specialization model expands upon traditional
models of brain function by clearly delineating both a verbal and a
r•onverbal mode of processing information.

This model has pointed to

the equal importance of imagination, visualization, art, dance, music,
and other forms of nonverbal understanding and communication.

Education

becomes more balanced when both verbal and nonverbal functions are
considered.
A common characteristic of t:he emerging models is a concern
with the total person.

Mind, body, and emotion are not separate, but

C:-- ____
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parts of a total self.

Proponents of the emerging models are interested

in balancing the many components of aelf in order to attain maximum
growth.
The emerging approaches rely_ for the most part on case studies
rather than an empirical, research model.

Case studies enable the

investigator to collect a great quantity of personal data from a wide
diversity of sources.

Single case studies are limited in that,

" • • • in the absence of systematic control of other relevant variables,
which is impossible in the single case approach, no statement of
relationship or causal inference can be generalized to a wider population"
(Ausubel and Sullivan, 1970:148).

Ausubel and Sullivan (1970:149)

conclude that "the single case study is useful only as a source of
hypotheses or as an illustration of

a particular

theoretical viewpoint

or previously validat:ed generalizat:ion."
On the other hand, series of case studies can be used in much
the same way as longitudinal studies, which allow for greater
comparability than other types of studies.

Multiple case studies often

point up trends that would be obliterated by measuring the central
tendency of a group.

They allow for measurements of small, but

reliable changes, and assessment of the impact of shifts in milieu.
(Ausubel·and Sullivan, 1970).

In additiou, because case studies allow

for in-depth knowledge of individual children, there is probably a
greater chance of discovering the reasons why a specific approach works
for one group of children and not for another.

Such information would

greatly extend the usefulness of various intervention methods,

136
In conclusion, the emerging models both complement and expand

P.

F

upon the traditional models in learning disabilities.

All of these

~----------

models can be integrated into a holistic model for learning disabilities.
The proposed holistic model and its implications will now be discussed.

I __

Chapter 7

~

A HOLISTIC HODEL FOR LEARNING DISABILITIES
DESCRIPTION OF THE HOLISTIC HODEL
The traditional and emerging models in medicine, education,
and psychology can be integrated into a holistic model for learning
disabilities. * The first premise of this holistic model is that any
human being is an integration of body, intellect, feelings, and spirit.
The body consists of a structural and a physiological component.

It

i.s dependent on both internal regulation and maintenance and on
external inputs, such as nutrition, air, and light.
fer the e:>..-pression. of intellect and emotion.

It j_s the vehicle

Intellect refers to

cogniti·ve, intuitive, and imaginative functioning; it comprises
functions of both the left and right cerebral hemispheres.
our actions and in.teractions, as well as our thoughts.
include our emotions, desires, and behavior.

It directs

The feelings

They influence and

are influenced by every act of body and intellect.

The spirit, which

is not used in a religious sense, refers to "transpersona.l" forces
of energy, awareness, will, and spirituality.
the other aspects of a person.

It is what energizes

Penfield, in an analysis of the

separateness of what he calls "mind" from the physical body, connnents:
"Wh.B.t a thrill it is to discover that the scientist, too, can
legiti1nately believe in the existence of the spirit" (Penfield, 1975:

* The

author acknowledges the contributions of the Department
of Learning Disabilities, University of the Pacific, Pacific Hedical
Center, San Francisco in the development of this model.
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The spj.rit operates within each of the other facets of humanness

and seeks to integrate them and direct them toward a higher, complete

F'F"' ...... .
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se1f.
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All aspects of a person are interconnected and interrelated.

An influence in one area can affect any other area.

These aspects of

a person also interact with both a physical and social environment.
A person can influence as well as be influenced by his environment.
The following diagram illustrates how each area interacts with every
other area and wj.th the environment, under the integrative influence
of the spirit.
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-For effective learning to take place, a child must be
physically and emotionally healthy, intellectually able, and
spiritually centered in a safe, accepting environment.
The second premise of the holistic model for learning
disabilities is that all people have enormous capacities within

--
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themselves to develop to their fullest

potential~-the

complete,

harmonious integration of body, intellect, and feeling through the
spirit so that the influence on the environment is totally positive
and strengthening.

!'
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They are conscious agents who experience, decide,

and act.
The third premise is that each person is responsible for
himself and his actions on the world.
for his own learning.

He must make both conscious and unconscious

choices to learn and to grow.
facilitated, by

others~

This means he is responsible

Such choices cannot be

impo~ed,

only

It is by exercising these choices that a

person can unlock his innate capacities.
These ideas imply a new definition for learning disabilities.
A learning disabi.lity, as its name implies, refers to a difficulty
with learning.

The holistic model views learning in its broadest

sense as physical, psychological, and social adaptation to the
environment.

A learning disability, then, is anything, given a

basically sound organism, that interferes with a child's natural
"capacity to use the fullest of his internal and external resources
in order to function optimally under any circumstances in which he is

placed" (Walzer and Richmond, 1973:551).

This, of course, implies

that almost everyone has learning disabilities under certain d.rcumstances.

For instance, if asked to draw a self-portrait or sing a

song, there are many people who vrould exhibit learning disabilities.
What differentiates those children who are labeled as learning disabled
is that they are not using their capacities to function optimally under
the circumstances of school, and, too, these capacities for school

I
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learning may be only partially developed.
Also implicit in this definition of learning disabilities is
that each child possesses the capacity to overcome, to varying
degrees, his learning difficulty.
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This capacity is within the child,

not imposed by a teacher or the environment.

These external elements

can, however, work to facilitate the child's experiencing and
expressing his capacities.
The reasons for a child not using his internal and external
resources, as well as the limitations of these resources, stem from
difficulties in one or more of the elements of his person--body,
intellect, feelings, spirit--or difficulties with the physical or
, social environment.

Dysfunction in any aspect of verbal or non•rerbal

language, taken in its broadest sense, can interfere with the learning
ability, of the mind.,

Sadness, anger, fear, and other feelings can

block learning, largely by interfering with motivation.

Dysfunction

in any of these areas interferes with the integrative function of the
------

spirit.

As a result of any dysfunction the child experiences learning

or behavioral difficulties.
In order to assist children with learning disabilities, it is
important, first, to look at all the possible interferences and then
find the most appropriate means to assist the child in using his own
innate capacities to their fullest potential, whatever they might be.
The physician or other professional must look at the bodily components
--how the body is functioning or dysfunctioning and what environmental
factors are affecting it.

Educational or psychological personnel need to

look at the child's intellect and feelings in order to determine his own ·
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unique learning style and patterns cf behavior.

Educators need to

help the child find which routes to learning work best and what is
blocking his learning.
Whatever the cause, intervention should be directed toward the
whole child.

Working to make all areas healthy will not only strengthen

the areas of difficulty, since all areas affect it, but will also
promote growth of the whole child.

The goal for all intervention

procedures for learning disabled children should be for their independent
learning and growth as individuals--mentally, emotionally, physically,
and spiritually.

This means finding their own way, using their own

strengths, discovering their own compensations, coping effectively
with their own limitations and thereby growing in confidence as
·Special, creative, confident, responsible, and competent and in harmony
with their environment.
IMPLICATIONS OF THE HOLISTIC MODEL
The holistic model has implications for special education,
regular education, professional training, and research.
Implications for Special Education
In order to discuss the implications of the holistic model for
special education, a hypothetical school for learning disabled children,
based on this model, will be described.

The diagnostic and intervention

procedures combine elements of most of the traditional and emerging
models and approaches previously examined.
Before entrance into this hypothetical school, all children
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undergo medical, educational, and psychological testing.

The medical

[-~

examination includes a complete history, a traditional pediatric

G~~~

examination, a neurological examination, and a thorough nutritional
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evaluation, including testing for allergies, mineral imbalances, vitamin
deficiencies, and hypoglycen.ia.

If the results of testing indicate
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the need for dietary. management, the physician meets with the child and
his parents to discuss the reasons and procedures for dietary change.
The child is urged to assume responsibility for controlling his own
dietary intake and the parents and teachers are counseled in how to
assist him in doing this.

The physician may prescribe megavitamin or

stimulant drug treatment.

If so, the responses of the child are

carefully monitored in order to maintain the most effective dosages.
,The physician meets with the child monthly and makes any necessary
adjustment in the treatment regime.
Educational testing includes the administration of standardized
tests and learning tasks in order to determine learning strengths and
weaknesses, assess levels of academic functioning, and find the most
effective routes for learning.

An individualized educational plan,

based on the diagnostic findings, is established.
Psychological testing is carried out to determine what
cognitive, emotional, and social factors may be interfering with the
child's learning and what kinds of barriers the child is putting in
the way of academic achievement.

Psychological testing includes a

meeting with the entire famHy in order to assess family dynamics.
The teacher uses the diagnostic information to set up remedial

I'
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and behavior management programs that will facilitate learning and
icc

growth for each child.

The teacher creates an environment of

acceptance where feelings can be expressed and mistakes made without
judgment.

""' --
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In this environment success is ensured and acknowledged,

and the child is given opportunities to choose and experience so that
he can take responsibility for his own learning and growth.
The children are grouped roughly according to age, achievement
level, and learning style.

Tl1ere are six to twelve children in each

class with two or three teachers.

This.ratio is necessary in order to

ensure individualized instruction.
1--

The day begins with the entire class meeting in a group.
Weather permitting, this can take place outside.

The teacher leads

the children through a relaxation procedure, employing Jacobson,
breathing, or Autogenic Training techniques.
guided imagery.

This is followed by a

After the guj.ded imagery, the children discuss the

feelings and ideas it evoked.

Some time may also be spent discussing

dreams or sharing experiences.

The meeting ends with a presentation

--

-
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of the day's remaining schedule and possibly a song.
The remaining school day is planned to balance individual and
group activities, quiet and active activities, verbal and nonverbal
activities, structured and unstructured activities.

The children are

gi.Yen a varied range of choices depending upon their level of maturity,
motivation, and responsibility.

Before each change in actiYity, there

is a brief relaxation, meditation, or visualization exercise.
Although most of the academic work is individualized, each
week or month there is a theme, or topic, around which a variety of

.
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activities occur.

The children read and discuss books and write

stories on the topic.

They have related art, drama, and music projects.

Through role-play and field trips, they actively experience the topic
as much as possible.
For at least one hour each day the children participate in a
motor program which includes elements of perceptual-motor training,
sensory integration, yoga, dance therapy, and music therapy.

These

are sometimes structured to develop specific skills and other times
are unstructured to allow for creative expression.
At the end of the day there is another group meeting.
time, a variety of TA and Gestalt procedures are introduced.

At this
The

.children also use this time to bring up concerns and conflicts.

These

are discussed in light of the various affective principles the children
have learned.

The day ends with a group song, dance, or guided

imagery.
Once a week, each child meets with a psychotherapist to discuss
individual, social, and family difficulties and conflicts.

The

therapist may use a variety of individual techniques, including
biofeedback training; he may meet with the entire family to discuss
issues of family interaction and child management; or he may pursue
directive family therapy as outlined by Dahlin (1976).
This hypothetical school shows ho•• a variety of traditional and
emerging approaches can be combined in such a way as to meet a child's
total needs.

Improvement in learning and behavior would very likely
~---

be rapid in such a setting.

---
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Implications for Regular Education
The holistic model is not specific to children with learning
disabilities, but can apply to the education of all children.

All

children have physical, intellectual, emotional, and spiritual needs
that must be assessed and met if the children are to develop to their
fullest potential.

A classroom similar to the one just described

can facilitate learning for.any child.
Implications for Professional Training
Training programs for educational, psychological, and medical
professionals need to be greatly expanded in order to insure effective
holistic education for children.

The holistic model calls for a

thorough background in child development--physical, intellectual,
social-emotional, and spiricual.
Teachers, in addition to studying traditional educational
approaches, need to experience a variety of other methods and
approaches.

Teachers should have a firm foundation in nutrition and

how it affects learning.

They need to learn about relaxation and

visualization methods and how to use them appropriately with children.
In depth experience with one or more affective techniques is essential.
Finally,·teachers should have some familiarity with the creative arts
therapies and ways to integrate them into the curriculum.
Teacher training itself can be more effective if elements of
the holistic model are incorporated.

In particular, teachers need to

take the responsibility for their own learning.
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Professional training in the field of psychology needs to
expand in a manner similar to teacher training.

It will be especially

important to include training in such specialized areas as biofeedback
and directive family therapy, which are approaches more sui.ted to
individuals than groups.
be explored.

The full range of psychological theory should

More programs for training dance and music therapists

are also needed.
Medical professionals can more effectively help learning
disabled children if they are trained according to the holistic health
model.

Physicians can play an important role in determining and

monitoring the nutritional needs of the child.

They are in a position,

because of their early contact with the family, to assist parents in
selecting the most appropriate services for their children.

They then

need to be aware of the total range of needs of children with learning
disabilities as well as the kinds of services available in the
CCJlliilU.I'li ty •

If a holistic model were used in professional training programs,
the professionals could more effectively meet the total needs of the
total child •
. Implications for Research
Research on many of the emerging approaches in learning
disabilities is scant.
many areas.

There is a need for well-designed studies in

As previously mentioned, case studies may be more

appropri.ate for the field. of learning disabilities than empirical
research.

Whatever the research approach, numerous variables related

l::; ________________ _
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to the physical, intellectual, emotional, and spiritual aspects of
the child as well as to his environ:nent must be considered.

For

instance, the influence of light is a variable that is usually
overlooked.
The most pressing research need is to find ways to match
specific approaches and methods to specific patterns of ne.eds and
abilities of children.

The holistic model calls for cooperation

among professionals from various disciplines and schools of thought
and a willingness to share ideas and recognize the contributions of
each other.

Professionals will need to work together to meet the

total needs cf children with learning disabilities.

CONCLUSIONS
This paper has presented a holistic model for learning
disabilities, based on an integration of traditional and emerging
models in medicine, education, and psychology.

A review of the

traditional models and their major intervention approaches showed
them to be incomplete for adequately treating and educating learning
disabled children.

A discussion of emerging models and approaches

describes some extensions of and alternatives to traditional models
and approaches.

By integrating the traditional and emerging models

and approaches, a holistic model for learning disabilities emerges.
When physicians, educators, and psychologists apply this holistic
model in intervention programs, they can more effectively meet the
total needs of children with learning disabilities.

I'--
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According to Frostig and Maslow (1973:43):
The time has come to begin building a unified theory of
instruction. • • • If the understanding of human behavior
and of educational intervention is to be increased by
theoretical considerations, then the ideas and findings used
as a frame of reference need to be related to each other and
fused into a whole.
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APPENDIX A
QUESTIONNAIRE
<=;--

1.

What kinds of children or teenagers do you t<ork with?
(Do you work with children or teenagers with learning and/or
behavior problems?)

2.

Do any of the children (with learning and/or behavior problems)
have ether primary difficulties, such as deafness, cerebral palsy,
or severe emotional di.sturbance?
My further questions lYill refer only to the children with pri~
learning and/or behavior problems.

3a.

Different people have defined learning problems in a variety of
ways. So that I can better understand your own personal point of
view, could you tell me what you mean by a learning problem and
what you feel are the cause.s?
Do you prefer to use any particular term, such as "learning
disabilities" or "MBD"?

b.

4a.
b.

5.

*6.

Again, according to your point of view, how would you describe a
behavior problem and what do you feel are the causes?
Do you classify or label behavior problems in any way, such as
"hyperactivity" or "hypoactivity"?
I understand that you are using
in working
with these children. Do you use any other approaches or combination
of approaches?
Could you describe the philosophy and the various steps or stages
involved in using this approach?

7.

Can you estimate the number of children and teenagers with whom you
have used this approach?

8.

What is their age range?

9.

Do you see them individually or in groups?

lOa.

What changes have you noticed in the children after using ---------?

b.
11.

-::Wh::-e-n-od-:-i~d--:cth;-e-se__c.hanges become apparent?
Do you think improvement could be attributed to any other factors?

* I will have done some background reading and will ask more
specific questions based on what I have read.
149
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12.

Do you have any means for measuring the effectiveness of this
approach?

13.

Can you estimate the percentage of children who have been helped
a. dramatically
b. somewhat
c. not at all?

p

Have you been able to follow any of these children over time in
order to observe long-term changes?

~ --- ::-=----=---:-=-:::=

14.
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15.

Have you noticed any common characteristics among those children who
a) greatly ben~fited or b) did not benefit from --~---------------
which might enable you to predict whether or not this approach
would be effective for a particular child?

16.

Have you done any research on the use of
children with learning and/or behavior problems?
findings?

17.

Are you familiar with (other) research that has been done?

18.

Do you plan or do you know of anyone planning (further) research?

19.

What (additional) research would you like to see done?

20_.

Are you familiar with any critical or supportive anecdotal reports?

2~~

Do you have .any

cC~ncerne

with
What were the

or questicns about using

- (liave you encountereci any difficulties?
effects?)

?

Have you not:iced any side

22.

With what other approaches do you feel yours is compatible or not
compatible?

23.

\o1hat do you think is the applicability of this approach in the
classroom or in a clinical setting on a widespread basis?

24.

How practical do you feel this is?

25.

Do you have any written case studies or could you describe one or
two briefly?

26.

Are· you familiar-with other people who are us:l.ng ---::c----------with children with learning and/or behavior problems?

------

APPENDIX B
~

ELIMINATION DIET TESTING FOR FOOD ALLERGY*
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1.

Before beginning a trial diet, keep a diary or symptom inventory
for at least three days. Continue to keep the symptom inventory
while your child is on the diet.

2.

Before starting on the diet, make up menus for all meals, including
snacks and school lunches. Then go to the store, market or garden
and restock your pantry and r~frigerator.

3.

In general, avoid all prepared or mixed foods since most contain
hidden ingredients.

4.

Read all labels.

5.

An elimination diet ahould be followed for 7 to 21 days. During
the test period, your child must completely avoid the foods being
tested.

6.

If your child is allergic to the food or foods whj.ch have been
eliminated, his symptoms should improve after he has been on the
·td.iet for 6 or 7 days..

Ho\:e~.rer,

he may not sho·..1 significant

improvel!lent until he has been on ·the diet for a full two to three
weeks.

7.

Sometimes your child will show "withdrawal" symptoms. In other
words, he'll feel worse for the first 2 or 3 days on the diet.
These withdrawal symptoms may include headache, fatigue and
irritability. Part of these symptoms may be caused by hunger;
part of the symptoms may occur because he craves or is addicted
to some of the common foods which have been eliminated, including
milk, cereal grains or sugar.

8.

If your child feels dramatically better on the elimination diet,
you can determine which foods have been causing the symptoms by
returning the eliminated foods to your child's diet. Add one new
food back each day and notice any reaction. A reaction may occur
within a few minutes or it may not occur for several hours or
U."1til the next day·. If a reaction occurs, wait at least 24 hours
before re-adding another food.

9.

If the results of the test diet suggest food allergy, yet are not
clear-cut, repeat the test diet once or twice to see if he's
really allergic to the suspected food.

* Crook,

1975.
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10.

Although during the test period he'll need to avoid a suspected
food completely, after avoiding a food for 4 to 6 weeks, he can
usually take smaller amour,ts of a food he's allergi~. to without
reaction.

11.

A good starting eliminatic.n diet is one which avoi.d.s milk,
chocolate and cola. In following such a diet, you should avoid
milk in every form, including cheese, milk-containing margerines,
butter,. ice cream, creamed soups, gravies, puddings, bread, cakes
and cookies. You can use Mazola margarine (made from corn) and
most stores now carry milk-free bread and cookies. You should
also try eliminating all forms of chocolate and cola.

12.

If your child doesn't improve on the milk, chocolate, cola-free
diet, let him resume his normal diet for a few days, then try him
on a Rare Food or Basic Elimination Diet. In carrying out this
sort uf diet, avoid any and every food your child eats more than
once or twice a week. Carrying out this diet (as you might
imagine) requires careful planning and the cooperation of your
child, all family members, friends, neighbors and school mates •
.Here are suggestions:
Meat

•••e-oe•<>•••

Turkey, seafood (fish, shrimp, tuna, salmon, etc.),
lamb, quail, duck, rabbit, squirrel, wild game
(deer, goat, etc.).

Vegetables ••••• Sweet potato, broccoli, cauliflower, spinach,
turnips, beets, asparagus, okra, squash, greens.
Fruits ......... Fresh plums, pears, pineapple, grapes, bananas,
nectarines, prunes, raisins, Cellu-brand fruit
(water & juice pack).
Starches &
Cereals •••••••• Rice and oatmeal (If your child doesn't normally
eat them), barley cereal, banana flakes.
Bread •••••••••• It's almost impossible to make bread without
using the common ingredients, wheat, corn and
yeast, So while on a Rare Food Diet, avoid all
bread. If, later on, you find you child is
allergic to wheat or corn, you may make substitute
breads from rice, oat, arrowroot or soy potato
flour.
Sweets ••••••••• Use honey or artificial s~1eetenrs as cane and
beet sugar cause allergic reactions in some
children.
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Beverages •••••• Water, Del Monte and Dole pineapple juices
(unsweetened), Welch's grape juice (bottle).
Hiscellaneous •• Non-iodized salt; sunflower or safflower oil for
seasoning or frying.
Crook sent a questionnaire to parents of children who were
formd, on the basis of an eli.mination diet, to be allergic to certain
foods.

The following are reports from some of these parents.

1. (From the mother of C.D., chart #39638, age 9 years, 3
months, whose major complaint was learning disability and hyperactivity.)
"Corn, legumes, eggs, citrus and cane sugar caused severe
hyperactivity. Wheat caused moderate hyperactivity.
"Of these foods, cane sugar still causes severe reactions."
Comment by mother: "Carey is at the threshold of a great
learning experience now that she is less hyperactive and more stable."
3. (From the mother of W.H., chart #37174, 9 years old, male,
whose major complaint was hyperactivity and· behavior problems•)
Foods that cause trouble: Cane sugar causes nervousness,
·imoodinet=;s, hyperacti.vi.·ty~

When ear.ing sugar, W. "can't get a.long with

''anyone."

Reaction should be classifed as severe.
Eggs upset w. moderately and make him moody and make him cry.
Milk upsets him moderately and makes him nervous and moody.
Comments by mother: "Cane sugar, eggs and milk continue to
give him trouble whenever he eats them."
4. (From the mother of B.E., chart #8272, age 9 years, 4
months, ~le, whose major complaints were school problems, stuffy nose,
hyperirritability, frequent emotional upsets.)
Foods that caused trouble: Corn • • • caused flushing of the
face and ears, nervousness and overactivity (severe); Egg • • • caused
overactivity, irritability and uncontrolled behavior (severe); pork
caused irritability, nervousness and disobedience (se·~ere); milk
caused bedwetting, sleep walking and irritability (mode·rately severe).
Comments by mother: "Corn, if taken in moderate amounts
occasionally causes very little reaction. Pork in any amount causes
reactions as noted above. Egg in small amounts can be tolerated and
used in foods occasionally. Milk can be taken in small amounts if not
too much is taken too often. We suspect cane sugar as a troublemaker,
but aren't certain."
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APPENDIX C
DIET FOR ELIMINATING FOOD ft~DITIVES
AND SALICYLATES*
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Two groups of foods are eliminated by the diet:
Group I is made up of a number of fruits and two vegetables
(tomato and cucumber). This group of foods contains natural salicylates.
Group II is made up of all foods that contain a synthetic
(artificial) color or flavor.
There are no tests to determine whether a child will show an
unfavorable behavioral response to any food item in either Group I or
II. The allergy skin tests for foods are not applicable to this
problem.
In the absence of tests it is necessary to start the diet by
eliminating every food that might disturb the child,. from Group I
and from those foods not permitted in Group II.
GROUP I
This is the list of fruits and vegetables that contain natural
salicylates. They must be omitted in any and all forms--fresh, frozen,
i(;:anned, dried, as juice or as an ingredient of prepared foods.
Fruits

Vegetables

Almonds
Apples
Apricots
Berries
Blackberries
Boysenberries
Gooseberries
Raspberries
Strawberries
Cherries
Currants
Grapes and raisins or any
product made of grapes,
e.g., wine, wine vinegar,
jellies, etc.
Nectarines
Oranges (Note: grapefruit,
lemon and lime are
permitted)
Peaches
Plums and prunes

Tomatoes and all tomato
products
Cucumbers (pickles)

* Feingold,

1975c
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If the child shows a favorable response to the K-P Diet, after
four to six weeks the foods in Group I may be slowly ~estored. The
intolerance to these foods is usually related to aspirin-sensitivity.
Since aspirin-sensitivity in the child is difficult to detect, a
history of such intolerance in the parents is used as a guide. If one
or. the other parent offers a history of aspirin-sensitivity, caution
must be exercised in reintroducing the fruits and vegetables in Group lo
Try the foods one at a time for about three or four days. If
no unfavorable reaction in the child's behavior is noted, another food
item can be added. This procedure is followed until all items in
Group I are tested and those to which there is no adverse reaction are
restored to the diet.
GROUP II

All foods that contain artificial color and artificial flavor
are prohibited. The following list is meant to serve as a guide for
shopping and food preparation.
It should be emphasized that this diet is not concerned with
food preservatives except for Butylated Hydroxy Toluene (BHT). An
occasional child may show an adverse response to BHT.
All foods that contain artificial color and artificial flavors
are not listed. Such a list is not practical. Do not use any foods
that contain these substances •
.!.i:!~_safe_§_;_.2l'PE!??Ch i"!.. J:.su;a,efully read the labe1,.e_.
Upon
:'checking in the market, a number of items wi.ll be found to contain no
artificial color or flavor.
There are some permitted food items that must be prepared at
home to avoid synthetics.
From present indications, an individual sensitive to artificial
. colors and flavors must avoid them throughout his life.
Not Permitted

Permitted

Cereals

Cereals

All cereals with artificial
colors and flavors
All :i.nstant-breakfast
preparations

Any cereal without artificial
colors or flavors., dry or
cooked

Bakery Goods

Bakery Goods

All manufactured cakes,
cookies, pastries, sweet
rolls, doughnuts, etc.
Pie crusts
Frozen baked goods
Many packaged bak~ng
mixes

Any product without artificial
color or flavor, but most
bakery items must be
prepared at home
All commercial breads except
egg bread and whole wheat
(usually dyed)
All flours

'- ---------------
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Not Permitted
Luncheon Meats

Permitted
All Meats

Bologna
Salami
Frankfurters

;::_ ______ _

Sausages*

Meat Loaf
Ham, bacon, pork*
Poultry

All Poultry Except Stuffed

All barbecued types
All turkeys with prepared
basting, called "selfbasting"; prepared
stuffing

..

---···------

~
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Fish

All Fresh Fish

I

Frazer. f:!.sh filets that
are dyed or flavored;
fish st:icks that are
dyed or flavored
Desserts

Deserts

~~nufactured

ice creams,

Homemade ice cream without

unless the label specifies
no synthetic coloring or
flavoring; the same applies
to sherbet, ices, gelatins,
junkets, puddings
All powdered puddings
All dessert mixes
Flavored yogurt

artifid.al coloring or
flavoring
Gelatins--homemade from pure
gelatins, with any permitted
natural fruit or fruit juices
Tapioca
Homemade custards and puddings
Plain yogurt

Candies

Candies

All manufactured types,
hard or soft

Homemade candies, without
almonds

Beverages

Beverages

Cider
Wine
Beer
Diet drinks
Soft drinks
All instant-breakfast
drinks

Grapefruit juice
Pineapple juice
Pear nectar
Guava nectar
Homemade lemonade or limeade
from fresh lemons or limes
Seven-Up

* When

colored or flavored, usually indicated on the package.
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Permitted
All quick-mix powdered
drinks
Tea, hot or cold
Prepared chocolate milk

Not Permitted
Milk

Miscellaneous Items

Miscellaneous Items

Oleomargarine
Colored butter

All cooking oils and fats
Sweet butter, not colored or
flavored
Mustard prepared at home
from pure powder and
distilled vinegar
Jams or jellies made from
permitted fruits, not
artificially colored or
flavored
Honey

Nustard
All mint-flavored items

Soy sauce, if flavored
or colored
Cider vinegar
Wine vinegar
Commercial chocolate
syrup
Barbecue-flavored
potc.to.chip.s
Cloves
Catsup
Chili sauce
Colored cheeses

Homemade mayonnaise
Distilled white vinegar
Homemade chocolate syrup
for all purposes

All natural (white) cheeses

Sundry Items
Practically all pediatric medications and vitamins contain
artificial color and flavors. When medications are required,
a physician should be consulted.
Most over-the-counter medications contain aspirin, as well as
artificial flavors and colors, e.g., Aspirin, Bufferin, Excedrin,
Alka-Seltzer, Empirin, Empirin Compound, Anacin.
All toothpastes and toothpowder*
All mouthwashes
All cough drops
All throat lozenges
Antacid tablets
Perfumes

* A salt-and-soda mixture can be used for cleaning teeth.
Neutrogena soap (1.mscented) can be substituted for toothpaste or
powder.

- - - - -
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GENERAL INSTRUCTIONS
L Keep ;a diet diary. Note down everything the child eats.
It is recommended that a diet diary be kept even after the child shows
a good .response.
In the ev;ent an unfavorable characteristic of the behavioral
pattern recurs, tihe diet record will serve as a checklist to determine
whether an infraction has occurred.
Infracti0us should be rare when the diet is carefully monitored.
When they occur, the symptoms may reappear within two to four hours.
Whenever -a change in behavior occurs, suspect an infraction.
Along with the diet diary, it is usually helpful to record the
behavioral and scholastic responses.
2. Any -fruit or vegetable not on the prohibited list of Group
I is permitted. Occasionally a child may have an individual intolerance to a food item. When suspected, the food should be eliminated.
For example, a child may not tolerate a cereal with the preservative
BHT (check the label), or some types of potato chips.
3. All ;package and container labels should be carefully
checked. For some foods the term "flavor" is used without specifying
artificial or na-tural. In such cases, do not use the item. If in
doubt, do not experiment.
4. Most ''permitted" items are .available in the markets. It
is usually not necessary to pay premium prices at specialty food stores.
5. The<re are no restrictions placed upon reasonable quantities
of sweets, which are important to most children. To avoid artifj.cial
flavors and colo,rs, it is usually necessary to prepare such items at
home. These include most baked goods, e.g., cakes, cookies, pies,
pastries and puddings.
Practically all candies on the market have artificial colors
and flavors added. Candies can easily be prepared at home (see
suggested recipes).
Ice cream must usually be prepared at home. There are some
natural ice creams on the market, but their availability varies with
different regions. I t i.s advisable to check carefully with the
'manufacturer. Inquire specifically about colors and flavors. Do not
be satisfied with the term "pure."
6. The greatest success is observed when the entire family
adheres to the diet. This should present no special hardship, since
the diet' is quite varied and liberal. It should be noted that the
initial restrictions concern only some fruits and two vegetables. In
the majority of cases these fruits and vegetables can be restored to
the diet after about four to six weeks. The elimination of the
nonessential additives is frequently beneficial to the other members
of the family--'both children and adults.
When the prohibited foods are not around the house, temptation
and the risk of infractions are eliminated. The all-out effort by all
family members serves as an added incentive for the child.

j-------~
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7. The diet must be adhered to 100 percent. Compliance of
80 percent or 90 percent can lead to failure. It is important to
remember that often a single bite or a single drink can cause an
undesired response which may persist for seventy-two hours or more.
An infraction on Sunday and then again on Wednesday can keep the child
in a persistent state of disturbed behavior throughout the week.
8. On the average a good response will be observed within
seven to twenty-one days. In some children the favorable response will
be noted as early as the first week, but sometimes as late as seven
weeks.
9. When behavior-modifying drugs have been prescribed, _!!
physician should always be consulted before making any change in the
medication. In most cases the drugs can be discontinued within two or
three weeks, even with a history of administr.;tion c.f the medication
for many years. However, this judgment must be determined by the
physician.
··
10. After the diet has been stari:ed, the behavior-modifying
drugs will occasionally stimulate instead of quiet the child. If so,
consult a physician.

~···
~--
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APPENDIX D
CONCENTRATION EXERCISE*
Light a candle and place it in the center of a table or the
center of the floor. Sit around it in a circle, not too close.
Concentrate on the candle flame. Imagine you are sitting in the
center of the flame. Feel yourself melting into the flame. Let it
consume you. Feel its nature. Imagine everyone else in the circle
is sitting inside the flame too, melted into the flame. We are all
one flame, one spirit, one light. Stay concentrated without looking
away for as long.as possible. Notice the background moving and
changing. When the eyes begin to feel watery or tired close them
and concentrate on the reflection of the candle flame inside the head.
Again, melt into it and let it consume your self. Stay with it as
long as it is still there. Even when you open your eyes you ma.y
still see it. It will seem to be moving. Try to slow it down and
make it still so you can ente.r into it. Wnen your candle flame has
disaJ?.p~ared look around you.
Note how different everything appears.
You may see different colors and flashes of energy cross the room.
Look a~ the air. Can you see tiny little particles of light bouncing
everywhere? Look carefully. This exercise can also be done staring
into the fireplace. Be sure not to sit too close to the fire.

Rozman, 1976.
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APPENDIX E
t=_

RELAXATION SCRIPT*
1.

Tighten/Release
A.

Head, neck, shoulders.

Allow your attention to drift to your head, neck and shoulders.· Don't
try to change anything; just attend to these areas • • • and observe.
Allow yourself to become aware of any feeling, any sensations, in your
face, scalp, neck and shoulders • • • Now slowly begin to tighten all
the muscles in your face and scalp while lifting your head slightly up
from the floor; continue to keep your attention on these areas as you
tighten • • • observe the tension • • • and releas<>. Now simply
observe again • • • There is nothing to do, nothing to change • •
just attend to whatever sensations you have • • • just observe • • •
and allow.
B.

Chest, abdomen, arms.

· SlO"wly allow your attention to drift to your chest, stomach and arms
• • • attend to any subtle sensations or feelings • • • allow your
attention to.s,.tay with your chest, stomach and arms and merely observe
• • . you are·· simply observing • • • Now slowly begin to tighten the
muscles in your chest, stomach and arms, while lifting your arms
slightly off the floor; allow your attention to stay on these areas as
you tighten • • • Observe the tension in your chest, stomach and arms
• • • and release • • • Take a deep breath and let it out • • • and
just observe again. Don't try to change anything
simply attend
to any sensations in your chest, stomach and arms • • • and effortlessly
observe.

c.

Legs, feet.

Allow your attention to drift to your legs and feet; simply allow your
attention to stay with any sensations in your legs, feet and toes • • •
there is. no effort involved • • • merely observe • • • Now slowly
begin to tighten the muscles in your legs and feet; continue to observe
your legs and feet as you tighten • • • study the sensation of muscular
tension • • • and release • • • Again observe the contrast • • • simply
attend, passively, to your legs and feet.
D.

Entire body.

~--

Now allow your attention to include your entire body; become aware of
the sensation of your entire body lying there, from your scalp to the

*

Dell'Anno, J. Matejcik
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soles of your feet • • • merely observe your body • • • Now slowly
tighten up the muscles throughout your entire body while holding your
breath •• ·• your entire body is tense, including your respiratory
system; continue to observe • • • study the tension • • • and release
• • • Take a deep breath and let it out • • • and simply become aware
of your entire body again; your entire attention is on your body ••
from your scalp to the soles of your feet • . • Don't try to change
anything • • • just observe your body lying there.
II.

Body Support

Attend to how the floor i.s supporting your body; become aware of the
sensations along the back of your body • • • where the floor is
supporting it • • • allow the floor to support your body • • • Your
breathing is loose and easy • • • and the floor is supporting your
body • • • you are allowing your attention to remain on your body
• • • you are simply observing • • • you are merely an observer of
your body • • •
I am going to count doWnward from 10 to 1; as I approach 1, your
breathing will become looser and slower • • • and your body will feel
heavier and heavier • • • 10 • • • 9 • • • 8 • • • 7 • • • heavier and
heavier • • • 6 • • • 5 • • • 4 • • • heavier and heavier • • • 3 • •
·z . . . 1 . . • . Your body is feeling comfortably heavy • • • and your
breathing is loose and easy • • • There is no need to think or do
anything ··• • • you are content, for now. to simply enjoy observing
your body • • •
III.

Observations.
A.

Eyes.

Now slowly allow your attention to drift to your eyes and eyelids •
just passively observe, without trying to change anything • • •
allowing your attention to remain on your eyes and eyelids; merely
attend to any feelings or sensations you receive • • • you are only
observing • • • effortlessly • • • New imagine that your entire vision
is filled with a soft, dark screen • • • your entire vision is filled
with a soft, dark screen • • • and you are simply watc.hing and allowing
• • • allowing your attention to remain with your eyes and eyelids •
allo;1 the formula to flow through your mind: • • • I am at peace; my
eyes are loose and heavy • • • my eyes are loose and heavy • • • my
eyes are loose and heavy • • • (approxirr~tely 30 seconds) • • • Your
attention is on your eyes, and the formula is flowing through your
mind all by itself • • • my eyes are loose and heavy • • • (approximately
20 to 30 se.conds) • • •

I
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B.

Respiration.

Now allow your attention to drift to your breathing; just continue to
observe • • • while attending to the sensations of the air flowing in
and out • • • You are not trying to change anything • • • there is no
effort involved • • • Your entire attention is on your breathing • • •
and you are merely observing • • • and allowing • • • observing • •
and allowing • • • Become aware of the gentle movement of.your
diaphragm • • • and effortlessly allow your attention to stay with
that movement • • • Simply continue to attend to the sensations from
your breathing • • • and to the gentle movement of your diaphragm
• • • Now become aware of the slight pause after each breath .•••
You are not trying to change anything; just observe the stillness
that accompanies each pause • • • and allow the body to inhale by
itself • • • Attend to the pause • • • feel the stillness • • • and
allow the body to take the breath • • • all by itself • • • Continue
to effortlessly attend to your breathing • • • while the formula flows
through your mind: I am at peace; it breathes me • • • it breathes me
• • • it_ breathes me • • • (approximately 30 seconds) • • • Your entire
attenti.on is on your breathing; you are merely observing and allowing
• • • and the formula is flowing through your mind all by i.tself •
it breathes me • • • it breathes me • • • (approximately 20 to 30
seconds) • • •
C.

Heaviness.

Now effortlessly allow your attention. to drift to your arms; continue
simply to observe • • • while allowing your entire attention to remain
with your arms • • • Your eyes are loose and heavy; your body is
breathing calmly and easily • • • all by itself • • • and you are simply
observing • • • and listening to my voice; there is no need to think
or do anything; you are merely attending to any sensations in your
arms • • • and listening to my voice • • • Allowing your attention to
stay with your arms • • • allow the formula to slowly flow through your
mind: I am at peace; my arms are heavy • • • my arms are heavy • •
my arms are heaV'J • , • (approximately 20 seconds) • • • Your entire
attention is on your arms • • • and the formula is flowing through your
mind: My arms are heavy • • • (approximate.ly 20 seconds) • • • Now
slowly allow your attention to drift to your legs; just continue to
observe in the same manner • • • you are merely observing and allowing
• • • Now allow the formula to effortlessly flow through your mind: My
legs are heavy • • • my legs are heavy • • • my legs are heavy • • •
(approximately 20 seconds) • • • There is no effort involved; you are
merely attending passively • • • as the formula flows through your
mind: My legs are heavy • • • (approximately 20 seconds) • • •
D.

Warmth.

Now become aware of your arms again; you are merely observing • • •
effortlessly, and attending to any sensations in your arms • • • Your

c
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body is breathing calmly and easily • • • all by itself • • • Your arms
and legs are comfortably heavy • • • And your entire attention is on
your arms • • • you are not trying to change anything. There is no
effort involved • • • Allowing your attention to remain with your arms
allow the formula to slowly flow through your mind: I am at peace; my
arms are warm • • • my arms are warm • • • my arms are «arm • • •
(approximately 20 seconds) • • • You are simply observing • • • while
the formula slowly flows through your mind: My arms are warm • • •
(approximately 20 seconds) • • •
Again allow your attention to drift down to your legs; continue to
attend effortlessly in the same manner • • • Your arms and legs are
comfortably heavy • • • and your entire attention is on your legs •
you are merely observing and listening to my voice • • • Continue to
observe your legs as the formula slowly flows through your mind: I am
at peace; my legs are warm, • • • my legs are warm • • • my legs are
warm • • • (approximately 20 seconds) • • • Your attention is on your
legs • • • and the formula is flowing through your mind all by itself:
My legs are warm • • • (approximately 20 seconds)

E.

Heaviness and warmth: entire body.

Now allow your attention to include your entire body; simply become
aware of your body lying there, from your scalp to the soles of your
feet • • • There is no effort involved; you are ::neiely observing your
body and listening to my voice • • • You are me.rely • • • an observer
. . . of your,body . . . Ycur aye~ ar~ l~ose alld heavy ~ ~ • Your bcdy
is breathing freely and effortlessly • • • Your arms and legs are
comfortably heavy and warm • • • Slowly allow the formula to flow
through your mind, as your attention remains on.your entire body: I
am at peace; my body is heavy and warm , •• (approximately 30 seconds)
• • • Your entire body is comfortably heavy and warm • • • Your entire
body is comfortably heavy • • • and warm • • • and at peace •
{approximately 20 seconds) • • •
Now take a few moments to allow the discrimination to form of how it
feels to be awake • • • and deeply relaxed • • • at the same time • •
There is no need to think or do anything; there is no effort involved
• • • Simply observe your body • • • and allow
Allow • • • and
enjoy • • • (approximately one minute or more) • •
IV.

Count up.

I will slowly count from one to five; at the count of five; slowly open
your eyes, without bothering to focus on anything at first. When you
open your eyes you will feel calm, refreshed and alert. Do everything
slowly and effortlessly: there is no hurry • • • 1 • • • 2 • • • 3
• . • 4 • • • 5 • • • When you open your eyes, don't bother to focus on
anything at first • • • When you begia to move parts of your body, move
each part slowly • • • Do everything with a minimal expenditure of
energy • • • Continue to allmq • • • and enjoy • • • as you come up
slowly.
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APPENDIX F
YOGA POSTURES*
~--

In all these postures there are several points to remember.
Stretch, but never strain. Go only as far as you can.
day will show some improvement if you practice regularly.

Each

On inhalattons draw in energy. On exhalations let energy out
and stretch a little further. Stretch only on exhalattons. Go slow
and be patient with yourself. It's better to go slow and do the
exercise properly. Your patience will bring self-mastery.
~------

Relax in The Corpse Posture for a while when you are finished.
Don't jump up right away. Feel the new balance within you and take it
with you into your meditation or your next activity.
The Tree
Stand upright, feet together. Pretend you are a marionette
-·-a puppet with a string holding your head and back up straight. Find
a point on the wall directly in front of you. Concentrate on that point
and don't take your eyes off of. it. It will help you keep your balance.
As you concentrate, raise your right foot and place it on your left knee.•
Bend the ri.ght knee out to~1ard the right. · Raise your arms up over your
head. Straighten the arms, palms touching. Bring the arms in line
with your ears. Inhale, exhale and push your pelvis down as you
stretch your arms up higher. Inhale again and as you exhale let the
shoulders down, at the same time stretch the arms still higher. Stay
in this position a minute. Inhale and come down on the exhalation.
Repeat on the other side. With practice you will bE'. able to do this
posture well.
The Cobra Snake
Lie face down on the floor with the hands palms down
by the shoulders, elbows on the ground. Inhale and raise up the chest,
exhale and straighten the arms and bend back, keeping the head up and
shoulders down. Put your awareness in your spine and on each
exhalation bend a bit more from the base of the spine up to the neck.
Keep the,stomach down and the legs on the floor. Exhale and come down
slowly. Relax.

"

The Woodchopper
Stand upright with feet two feet apart, arms over
the head, hands clasped. Inhale and move arms backward over the head.
Bend back a13 if you are swinging an axe back. Exhale as you bring arms
forward and down quickly, yelling HAl just as though you were chopping
a log with an axe. Repeat three or four times. This is a good
exercise for cleansing the lungs.

* Rozman,

1976.
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Head to Toe
:S.it upright with legs outstretched, heels forward.
Keep the back ~f the knees on the floor and keep the spine straight
with head up. Reach forward as far as you can ldthout straining.
Hold on to the toes or as far down the legs as you can reach. (You
can use a towel around the feet and pull on the ends of it if you like.)
Inhale and obser"""' the body, exhale and stretch up the spine, drawing
in the waist and taking the shoulders back. Take one or two breaths
in this position. Inhale, observe the body again, and as you exhale,
slowly bring the <ehest toward the knees, but keep a straight spine.
Remember to stretdb only on the exhalations. Go as far as you can
without straining, keeping the head up as you bring the chest to the
knees. Inhale and come up.
Eek and Ook
'Kneel with hands on the knees, spine straight. Form
the word ~ek witla your mouth and stretch your whole face,. eyes,
cheeks and mouth into a big eee.eeeek. This stretches the whole face
sideways. Then form the mouth into the· sound ook, stretching the lips
forward and drawiing the whole face, eyebrows and neck forward, into a
mad oooooook. Repeat several times. A good exercise for loosening up
the entire face.
The Triangle
,Stand up straight, feet together, arms at the side.
Balance the bo.dy between the left and right sldes. Inhale and as you
exhale jump sc tche feet are three feet apart, arms and hands out to
the sides, le'!el nth the shoulders. Turn the left foot inw'lrd and
the _L·ight foo.t ~utward. Inhale and as you exhale bend sideways to
touch the right ankle with the right hand. Look up at the left hand
which is pointing upward, palm facing the front. Take one or two
breaths and open up the chest. Inhale and come up. Repeat on the
other side turning the right foot inward and the left foot outward.
When you are th~ugh, inhale and as you exhale jump bringing the
feet together and arms back down.
The Corpse
Lie flat on the back, feet relaxed, hands facing
upward. Make sure the shoulders, buttocks and legs are evenly resting
upon the floor. Close the eyes. Feel your body revitalized and trs'sh
after all the other postures. Feel the mind in harmony with the body
and enjoy the peace. Be so relaxed that you really feel you are lying
like a corpse. For further relaxation, imagine your muscles and flesh
falling off your bones, so there's only a skeleton left • • • Imagine
the bones disinte;grating into atoms and flying away into space • • •
Nothing is 1eft • • • but your awareness.

·-
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APPENDIX G
FLOWER IMAGERY*

Everybody loves flowers.
them deep within us?

But can we feel the beauty of

INSTRUCTIONS
"Close your eyes and tell your muscles to relax. Tell your
arms and hands to let go • • • now your legs • • • your chest • •
your face. Altd as you enjoy the calm feeling of resting in the
darkness, imagine a closed flower deep in your mind. And as you
imagine this flower, see it slowly begin to open ••• the petals
beginning t:o spread and separate • • • and a beautiful flower opens
in your mind. And as your mind becomes filled with the beauty of
the flower, you can imagine the rest~ of the bush: the leaves and
branches being your arms, and the roots reaching down through your
center into the ground, connecting you solidly with the earth."
Pause (ten seconds)
"And lrhenever you want to feel good, you can remember the
feeling of the flower opening~ • • • the feeling of the roots
connecting you with the ground, helping you feel solid and complete.
And now let's return to the present, feeling rested and calm, relaxed
and alert."
CO~lMENTS

Very young children have trouble with this image unless they
are familiar with the parts of a flower, such as the petals. One
solution to this problem is to combine this imagery experience with
a science lesson in which the children learn about parts of flowers.

* Hendricks

and Wills, 1975.
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APPENDIX H

DANCE AND MUSIC

THERP~Y

SESSIONS

f--F ---_--_-:
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To illustrate some dance and music therapy techniques, three
hypothetical sessions will be described.

The first two emphasize

dance, and the third emphasizes music.
In the first dance therapy session, the teacher has sensed
a lively mood, put on some lively music, and observed how the children
move in response to the music.

She then imitates one of the

movements, makes it larger, more precise and rhythmical, and adds a
complementary movement.

As the children imitate her, the therapist

encourages them to add to or transform the movements so that they are
responding to the music in a personal way and
need to express.

~~pressing

what they

The therapist then asks the children to find

partners and to take turns mirroring the other's movements.
music stops the group moves into a circle.

When the

The teacher picks up an

imaginary ball, mimes an activity with it, and passes it to the child
next to her.

Each child in turn mimes a new activity with the

imaginary ball.

The session ends with more dancing to music which

begins at a fast pace and gradually moves to a quieter, slower tempo
to allow the children to calm and relax.
In this session the children have interacted nonverbally in
both individual and group activities.

The therapist used some

structured activities to expand and develop personal and group
experiences.

By directing and imitating each other's movements, the
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children could experience feelings of success and self confidence and
learn to accept and conform to the good ideas of others.

The children

were also able to express personal feelings, energies, and experience

r----f:;:; _____________o _ _ _
L _ _______ _
L_, __

;'

and gain more awareness of these.
The second dance therapy session is oriented toward many
educational objectives.

The therapist has planned activities to

enhance body.image, spatial relationships, vocabulary, and motor
skills.

When the children enter the room, they find balloons

scattered about.

As the students begin spontaneous play with the

balloons, the therapist asks them to hit the balloons ·with different
parts of the body.

Her obje.ctive is to make the children more aware

,of how these parts can move and familiar with their verbal labels •
.... She continues to reinforce this body awareness by asking the children
.to execute specific movements, such as hopping, twisting and reaching
and to explore different ways of sitting, lying, and standing.

The

therapist then asks the children to move in relation to the physical
environment--up, down, forward, backward, around and over.

This helps

the students to perceive spatial relationships and develops
comprehension of specific vocabulary.

A variety of other vocabulary

words, such as wind, slippery, squirm, and angry, are acted out.
Through movement these concepts become clarified, interest is
maintained, and imagination and thought are stimulated.
During these motor activities the therapist uses the rhythmic
beat of a drum to help integrate the movements.

By progressing

from simple to more complex movements, the children gain motor control,

~-----
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coordination, and strength.

They also broaden and enrich the range
b._ _ __

of movement.

b---- -------------

The third session, led by a music therapist, uses a progression

--

:-------------------

:,;,;-

of activities to promote group togetherness, individual expression,
and a variety of learning skills.
and sit together in a circle.
_instruments.

The children come into the room

The therapist passes out percussion

,------

She then begins a simple greeting song and asks each

child to sing his own name, accompanied by a rhythmic pattern using

~----

f.,;--------

his instrument, and greet another child:

This establishes group

cohesiveness and allows for individual expression,

,_'
!

The insertion

of a child's name in familiar songs and games enhances selfimage.
Following the introductory song, the ther.apist selects one
child to play a rhythmic pattern with his instrument.

Each child in

turn imitates the previous patterns and adds his own.

At the end of

the activity the children try to guess how each child was feeling on
the basis of his choice of instrument and rhythmic pattern.

From

this they move into exploring a variety of rhythms, melodies, tones,
and instruments for the feelings they evoke.
The therapist then introduces a variety of activities for
developing auditory and academic skills.

The children try to identify

a song after the teacher has played its melody and rhythm.

Then a

record is played and each child is asked to listen for a particular
----

instrument and raise his hand when he hears it.

Sorting and

categorizing are taught by letting the children order a seties of
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tone cards to match a particular melody or create a melody.

A

r-=

familiar song is varied to create alliteration which emphasizes a
beginning consonant sound (The farmer feeds his flock • • • ).
is enhanced by clapping out syllables and singing letters.

Spelling

The

therapist is integrating music with classroom activities in order to
enhance skill development (Mason, 1974; American Dance Therapy
Association, 1971; Jordan, 1966; Gaston, 1968).
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